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FUNCTIONS OF A CHAPLAIN IN A MENTAL HOSPITAL* 


BY ABRAHAM N,. FRANZBLAU, Ph.D., M. D. 


The New York State Department of Mental Hygiene is in pro- 
cess of setting up a new chaplaincy program. This will represent 
a great advance in the guidance of mental hospital patients and 
will undoubtedly put New York in the forefront in this respect, as 
it is in so many other aspects of the care of mental patients. Per- 
haps it is just as well to think about this subject now, before the 
new, full-time chaplaincy program gets too deeply rooted for 
change. Is it the function of the chaplain to administer therapy? 

Therapy can be defined in such broad terms that it becomes 
meaningless. If I meet you on the road, greet you nicely, and 
don’t poke you in the nose, there are some who are willing to call 
this therapy. From there on, one can cross to the other end of the 
scale, where there is the concept of therapy as a directed, specific 
application—to a diagnosed situation—of controlled techniques 
which have a very definite goal. 


If one happens to stand, as the writer does, at the end of the 
scale where therapy is regarded as a highly skilled technique re- 
quiring administration by rigorously-trained people, one is apt to 
see some dangers at the end of the scale where therapy is inter- 
preted in a loose sense. 


If one looks at the chaplain while he is still a minister, and exam- 
ines the various roles and functions he fulfills, one may gain some 
guidance on this subject. One could divide the ordinary functions 
of the minister into two large groups. One group comprises his 
function as a priest—using the term in a non-denominational sense 
for one who administers the rituals or sacraments of a religion, 
whatever it happens to be. He is the representative of God, so to 
speak. He preaches, teaches, and serves his particular church, or 
denomination or both, in his parish, in his community in general, 
and in the world at large. 


The other broad aspect of the ministry is the function of the 
minister as a pastor to his people, in which he concerns himself 


*Address delivered at the Bi-monthly Conference of the New York State Department 
of Mental Hygiene, on June 23, 1954, at Hudson River State Hospital, Poughkeepsie, 
N.Y. 
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with their individual problems and their special needs. The pastor 
gives personal counseling when his people turn to him for help and 
guidance, and he is available to them on special occasions of sorrow 
and of joy, also in fixed situations like confirmation and marriage, 
when people naturally turn to the church for personal ministration. 
A recent public health survey showed that people turn to ministers 
to a greater extent in the case of marital difficulties than they do 
to doctors, lawyers or any other professional group that one would 
think they would naturally turn to. Also, there are parental prob- 
lems, things relating to child rearing, and what might be called the 
age and stage-of-development areas, which the minister is called 
upon to handle. Parents have a problem with an adolescent ; a con- 
gregrant has an old mother or an old father; or there are in-laws 
creating difficulties, and perplexed people turn to the minister for 
counseling. Other areas have to do with personal conflicts, ten- 
sions and feelings of frustration or inferiority. Here one borders 
on the sort of thing for which some people turn to our profession, 
psychiatry, but many turn to their ministers instead, 

It must be recognized as a practical matter, that the factor of 
geography is also important. There are many communities—a 
large group of small towns—where there are no mental health 
facilities, no social workers, no other similar professionals. In 
such communities, the minister is the only person who has a degree 
of special training, or at least some sympathy and feeling of re- 
sponsibility, to whom people can turn. Just as a commissioned of- 
ficer becomes a gentleman by act of Congress, every minister in 
every little town, as a man of God, is dedicated to the people and 
their problems, no matter what his denomination, or the color, 
creed or financial status of his group. 

One ean see, then, that of these two important functions of the 
minister, the second is definitely contiguous to the psychiatric 
sphere of activity. It is from this contiguity that difficulties arise. 
Sometimes the contiguity results in a very tenuous relationship 
between psychiatry and ministry, but sometimes the effort is made 
to get the relationship really close. It may be supposed that there 
are potentialities for good and for bad on either side of the rela- 
tionship. Perhaps 50 years from now, all our procedures and 
concepts will be very clear; but right now we are in a state of un- 
certainty about many of these things. It is important that boun- 
daries be marked between the minister and the psychiatrist in deal- 
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ing with the troubles and conflicts of human beings. Now, what 
can the minister legitimately do as a counselor, in his role as a 
pastor? It would help to try to see things as clearly as possible at 
this initial stage of interrelationship in these two fields. 

A minister offers advice, and it is often good advice, received 
gratefully and put into practice by congregants. Sometimes the 
minister offers rebuke and correction. People expect (sometimes 
they demand) that the minister tell them when they have commit- 
ted wrongs. Moral wrong is, of course, the special jurisdiction of 
the minister, although he may occasionally feel called upon to step 
beyond strictly ecclesiastical definitions in this respect. The min- 
ister also gives solace and comfort to people who are in distress, 
who are bereaved, who are depressed. He also may give specific 
help in crises. The minister, in many such instances, plays the 
role of a social work or relief agency. 

Even if he gives only very general and vague help, he is still a 
listening ear, while someone talks things off his heart. The art of 
listening plays a large role in psychiatric work also, but it is ex- 
actly what happens after the patient has poured out his soul, which 
differentiates the two professions. To the psychiatrist, what is 
told him becomes grist for the mill of therapy. The minister, in 
the very act of listening, gives the person a feeling of worth and 
recognition because, whatever his theology, he represents, in the 
minds of his people, God, the great all-powerful Father of Fathers. 
The role that father-images play in the dynamics of behavior is 
well understood. When a man of the cloth listens to humble Joe 
Doakes, Joe rises several steps in his own estimation and becomes 
a person of worth; he gains recognition, sympathy, understanding, 
a certain measure of security. He is not alone; there is a “to- 
retherness”; he has backing. 

Psychiatrists would certainly encourage the fulfillment of this 
type of function. 

The minister can also do something else which is very important, 
that is, tie the individual into larger contexts; he views the person 
in relation to others, his present difficulty or distress in relation 
to his past history and his future, perhaps even his destiny—in 
terms of his larger aspirations and goals. The smaller problem 
is seen in terms of larger concern; the personal, in terms of the 
universal. Because the minister is interested in the why’s and 
wherefore’s of existence, as well as in the more mundane aspects 
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of life, he can often lift an individual out of the Valley of Despair, 
give him a goal and foster his inner courage and strength. 

The minister can often help to restore the judgment of an indi- 
vidual in a crisis where judgment is shaken. He can help a person 
rediscover and refine his objectivity. He can sometimes even ma- 
nipulate the environment, when he finds a situational difficulty cre- 
ating or aggravating a person’s troubles. The minister has an or- 
ganization behind him, and he can tap special resources when this 
is necessary or desirable. He can also desensitize a person to a 
conflict stimulus, if he has the time and inclination. 

Let us not forget, also, that a minister is dedicated to the propo- 
sition that prayer is efficacious. There is no denying that prayer 
plays a very important role in improving the feeling of security 
of many people who have been raised in a religious context. Even 
many “backsliding” individuals, who in times of health may not 
acknowledge any need for prayer, or may even completely remove 
themselves from the church, reach out again for this type of solace 
when assaulted by disease or misfortune, whether physical or emo- 
tional. The minister is there, either to pray for the patient him- 
self, or to help the patient to pray. 

If one goes beyond this delineation of the minister and his fune- 
tion, one is likely, if he is not careful, to get into dangerous terri- 
tory. The question here is of a third possible function of the min- 
ister, the subject of present concern, the essentially psychiatric 
function. 

Some ministers take training in psychology in the course of their 
undergraduate or graduate studies, and even go on to take specific 
clinical pastoral training. Some of them conceive, out of these 
studies, the wish to become therapists to individuals, or to function 
more or less as psychiatrists in their churches. Sometimes, how- 
ever, almost the sole qualification offered is that the minister feels 
he is competent. Some even have the feeling that they are “called” 
to fulfill this function. The crucial questions are, of course: Is 
this a proper function for the minister, and how much training is 
necessary for this type of functioning? 

Now, the writer may differ from others in the field, but he be- 
lieves sharp demarcation ought to be introduced in this area. It is 
a wonderful thing for any man who has the potentialities, the time 
and the zeal for study, to prepare himself for more than one pro- 
fession. There are fine, outstanding examples of people who have 
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trained themselves to function effectively in more than one area. 
For example, there are today pediatricians, obstetricians, derma- 
tologists and others who are well trained in psychiatry, and can 
contribute to both of their professional fields. 


But difficulty arises when one is properly trained in only one area 
and then—as a result of wishful thinking or a “call” or some other 
perhaps unconscious force operating within himself—decides on 
his own, to move into another field without the requisite training. 
This is the point of danger on which all preventive and protective 
insights ought to be focused. 

If a minister feels called to do psychiatric social work, fine: Let 
him go and get the requisite training. Then he can bring both dis- 
ciplines to bear on the field, and make a contribution to human wel- 
fare. If he wishes to function in the fields of psychology and re- 
ligion, fine: Let him get his training. 

If he wishes to be a therapist, there is only one way to do it. 


That is, to go and study medicine and get himself trained as a 
psychiatrist. Then he can function effectively in both fields, synthe- 
sizing his contributions. If he does less than this, he is in danger- 
ous territory. 


Now, with the lines thus sharply defined, there is still a sort of 
no man’s land in between, in which a minister can function safely 
in a quasi-therapeutic capacity, getting non-medical training as a 
therapist with the understanding that he will work only in institu- 
tional settings under the closest supervision of psychiatrists. He 
does not make a diagnosis—which is, of course, the crux of the 
matter—nor does he determine the course of the therapy that needs 
to be done. Likewise he does not engage in private practice, not 
even if it is inside his own church and is done without charging a 
fee. He works in a fixed institutional pattern, in a role assigned 
to him by others who have had the requisite training, are licensed, 
and bear the responsibility which the law puts upon them. This 
last point is very important. 


If you should come to me and say, “Take out my appendix,” I 
am authorized to do it. My license from the State of New York 
reads, “. . . to practice medicine and surgery.” Of course, you 
would probably qualify for admission to one of New York’s mental 
institutions if you ever did so, but I am nevertheless authorized by 
law to do appendectomies. Furthermore, you have the remedy of 
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suing me for malpractice if I don’t do a decent job. I mention this 
for a reason: The law imposes responsibility along with privileges. 

As psychiatrists, we are licensed physicians in the area of psy- 
chiatry. We have the right to make diagnoses and then prescribe 
and administer treatment. We have fulfilled requirements, passed 
examinations, and complied with the law. Some of us have gone 
even further, earning the designation “qualified psychiatrist” or 
passing examinations of the Board of Psychiatry and Neurology. 

One may say that this is a very loose construction. I may be a 
pretty poor psychiatrist and my patients might be much better off 
in the hands of a minister-psychologist or a minister-psychiatrist. 
But I think that is an irrelevant consideration. The goal ought 
first to be to see to it that nobody practices psychiatry unless and 
until trained, qualified, and licensed. The goal ought then to be to 
raise the levels and standards of psychiatric training and practice 
to the very highest possible point. It is impossible to see how, by 
lowering or eliminating all standards and permitting everyone— 
physician or non-physician, fully trained or untrained, responsible 
under law or wholly irresponsible—to do that which is right in his 
own eyes, one can in anywise further the cause of mental health. 
Nor is there any validity to the oft-heard contention that because 
so many people need help today, and there are so few practitioners 
available, it is both necessary and justifiable for others than phy- 
sicians (i. e., social workers, psychologists and ministers) to enter 
into the private practice of psychotherapy. No one in his right 
mind would set up the same criterion to justify the entrance of non- 
medical personnel into any other field of medicine, for example, 
surgery. Yet just as great damage can be done in the one case, 
as in the other. 

The importance of maintaining sharp demarcations between these 
two fields becomes particularly clear if it is borne in mind that the 
minister, in approaching this psychiatric function, must have, al- 
most by definition, a number of conflict areas which will inevitably 
hamper his work. He is committed to a system of values, to a 
moral code. He cannot sit in an office with a patient, as psychia- 
trists do, and be non-judgmental, shuffling off his moral coil, so to 
speak, and then be judgmental again as soon as he steps onto his 
pulpit. This must create a sort of schizophrenic fluctuation within 
him which very few men, it must be agreed, can handle. 
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Furthermore, the minister belongs to everybody; the psychia- 
trist belongs to the few to whom he ministers. If the psychiatrist 
happens to be a psychoanalyst, his group is even further limited, 
probably to a total of eight or 10 persons a year. This group is his 
community. The minister may have thousands in his, if one 
considers the congregation, their children and the other contiguous 
individuals. He cannot limit the number of people in his field of 
operation the way a psychiatrist can. That means he is torn this 
way and that. 

Again, he is committed, not to a single role, as is the psychia- 
trist, but to a multiple role. He must be teacher and preacher, pas- 
tor and community leader, and so on, ad infinitum. In a survey 
made recently of the activities in the working day of the minister, 
based upon study of a group of ministers 24 hours a day for two 
weeks, the multiplicity of roles that the minister was called upon 
to fulfill was simply amazing. 

Furthermore, when closing time comes to the psychiatrist, he 
takes off his “white coat” and goes home to his family. He then 
belongs to his family. The minister cannot take off a white coat. 
He belongs to his people, no matter when. If his people happen to 
include a desperately sick person, the minister stays up all night 
at his side—not in the same sense at all, that a physician does. The 
minister often does what even the family doesn’t do; and he does it, 
not only through a sense of duty, but also through a sense of devo- 
tion and consecration. 

He cannot isolate himself from the involved parties, either, as the 
psychiatrist can. The psychiatrist can say to a husband who calls 
about a wife who is in therapy, “I’m sorry, I can’t discuss this.” 
Or, if the husband is called in, the doctor’s role is at no time in 
doubt; while he is not “against” the husband, he is the advocate of 
the wife; the doctor stands for his patient and with his patient at 
all times and in all circumstances; and there is no confusion about 
this role. 

But the minister cannot stand in this same relation, not only be- 
cause of the demands which all of his people have a right to make 
upon him—including the family and friends, but also because in 
most instances these very people are his “bosses” as well. The 
psychiatrist is not beholden as the minister is. The psychiatrist is 
beholden only to the state, if he is on a state staff, or if he is a pri- 
vate physician, to his patients only. Doctors are, in this sense, pri- 
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vate entrepreneurs, while, in the case of the minister, the very peo- 
ple to whom he ministers are the people who control his position, 
salary and tenure. 

One further factor difficult for a minister, but easy for the psy- 
chiatrist to handle (because for him it is grist for the mill), is when 
hostilities are engendered in therapy, or when, on the contrary, in- 
fatuations confront us, not only in the patient but also in mem- 
bers of the family—in siblings, a parent, or a husband or wife— 
and become potentially troublesome. The psychiatrist handles 
these reactions, analyzes them, makes something for the patient 
out of them. The minister cannot do that. He is like a cork on the 
wave; he is apt to be buffeted about by forces which he cannot con- 
trol or even handle. 


While psychiatrists have certain advantages, they are also lim- 
ited in certain ways. The therapeutic situation is not just a hit or 
miss proposition which you can do one way and I can do another 
way. Even allowing for plenty of individual variation, it is still a 
controlled technique which has a dynamic and a goal, and a pattern. 


One does not start off by seeing a patient once a week, and then 


see him 10 times a week or once in 10 weeks. Or the doctor does 
not see him for six minutes and then see him for six hours, as the 
minister may do. The time, the procedural limits, the relation- 
ships, all the controlled aspects of therapy, are lacking in the case 
of the minister. Therefore, the situation is much less amenable to 
disciplined, scientific procedure in the case of the minister than in 
the case of therapy at the hands of a psychiatrist. And the psy- 
chiatrist has enough trouble—even within the controlled pattern 
in which he operates—in knowing what he is doing and why the 
things that happen do happen. Psychiatry is just at the begin- 
ning, at the very threshold, of knowledge. (Were all control and 
patterning to be thrown to the winds, as is advocated in some quar- 
ters, very little firm knowledge could ever result in the psychiatric 
field. ) 

The minister can also operate without a diagnosis. His only 
diagnosis is need—“This person needs me”—and he is there to do 
whatever he can in the situation. The psychiatrist cannot very 
well operate without a diagnosis. He may have to do so some- 
times; or he may have two or three diagnoses, but he cannot re- 
spond with his instrumentalities on the basis of need alone. He 
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must define what he is dealing with before he gets into dealing 
with it. 

That there are dangers in getting into too deep a level with a 
patient, all psychiatrists know. There are also dangers in handling 
people without understanding about counter-transference, and in 
not understanding the dynamics of the problem which the person 
brings. For an example of the latter, if a depressive comes in and 
the psychiatrist tells him, “Buck up, old man; you’re wonderful, 
you’re really a great guy,” you know what happens. He is just 
driven deeper into his depression. The minister’s impulse is to say 
just that, to cheer the person who is in a depression. Or, take a 
person who acts out. If the doors are opened for complete emo- 
tional abreaction, you know what happens. A minister, similarly, 
is apt to try to handle a phobic with simple reassurances. Or, 
a masochist will try to elicit punishment, to “get the devil” from 
the minister, a thing which he desperately wants and needs. Many 
ministers are trapped into supplying such needs when they fune- 
tion in this psychiatric area without being fully aware of the dy- 
namics. 

As another example, overdependency, a common characteristic, 
is very flattering to a minister. Mrs. Jones and her whole family 
look to him, need him and depend upon him. You know how reli- 
able is our subjective judgment of how effective we are in such 
situations. Ministers have got to learn, as psychiatrists have all 
had to, to understand the counter-transference aspects of this type 
of thing, and not be seduced by the flattery. Psychiatrists know 
how unconscious sexual seduction may distort and confuse ther- 
apy which is not soundly rooted. There may be an overt or a sub- 
surface homosexual attraction or, in the case of shallow affect, a 
free-floating heterosexual attraction. Ministers sometimes get into 
trouble with that kind of situation because they do not know what 
is going on, and don’t know how to handle it. 


The question of attitude, authoritarian or permissive, presents 
different problems to the minister and the psychiatrist. In the 
psychiatric field, one tries to work for the achievement of whole- 
ness in the individual. In that sense, the minister works in the 
same direction. He may phrase wholeness in terms of holiness 
and put God at the peak of the pyramid. When the minister di- 
vides himself, this fundamental idea is violated. On the admis- 
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sions committee of a theological institution, if you stop and ask 
the young aspirants why they want to go into the ministry, a large 
percentage tell you they feel called; they have a job to do to help 
mankind, to improve conditions in the world. They are committed 
to a certain orientation or philosophy of life, and God is a very im- 
portant part of this orientation. It is very difficult for them to 
shed this or even to mask it; and for that reason, one ought to 
guard them from divisiveness within their own spirit. The conflict 
is not an easily resolvable one, because it is so basic. 

Take a specific problem, one in the realm of sex, for example: a 
husband-wife situation, with an extra-marital slant. How is the 
minister going to handle that? He is committed to a system of 
morality. The idea of sin is fundamental in many religious orien- 
tations. Is he going to leave his principles outside the door of his 
therapy room, to be properly non-judgmental, and then flip right 
back to the moralistic point of view when he walks onto his pulpit? 
I don’t think it is possible. I would not like, as a therapist, to have 
to do such flip-flops, back and forth, every time I walked in or out 
of my therapy room. There has to be a certain consistency in a 
man’s orientation, and if one assumes that a person can shed his 
values in a moment, the basic integrity of our inner selves and of 
our calling is diminished whether we be ministers or psychiatrists. 

Masturbation is a perfect example. If one belongs to certain 
faiths, it is a sin; there are no two ways about it, and the minister 
must condemn it. On the other hand, the psychiatrist can’t con- 
demn it. But the average patient has no real problem with this, as 
is the case with many other such moral issues, because he has made 
his choice. It is like the issue of contraception. Those who run the 
maternal health clinics report that they have people coming in 
from all faiths. The individual who makes choices does not have 
paralyzing conflicts. It is the minister who is committed, who 
has the conflict. Boys masturbate; and women who are forbidden 
by their faith to practice contraception, come to the maternal 
health centers for information. Then they have to square it with 
their priests. They go and confess, and do whatever penance is 
prescribed. Perhaps that is as it should be. No church says that 
a human being cannot sin; they say that having sinned, he must 
make restitution or do penance. 

There are psychiatrists who have had the experience of pushing 
a person into suicide—of course, unwittingly. The patient inter- 
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prets too great an ego-demand upon him as proof that he is un- 
worthy. He feels he would not be pushed so hard if the psychia- 
trist didn’t feel that he needed to be pushed; that proves to him 
that he is unworthy, and the downward road is all paved. Without 
proper training of the psychiatrist, such situations may lead to 
tragedy, oftener than need be. Nobody can simulate, and nobody 
can duplicate, the awesome feeling this kind of situation gives one. 
Those are the hazards, but at least psychiatrists are trained to 
avoid them, and are clothed by law with responsibility for their 
actions. 


That just about summarizes the danger areas in the interrela- 
tionship between the ministry and psychiatry. One might, how- 
ever, look at it in a different light and say, “These areas symbolize 
the growing border, the fertile edge of this new interrelationship.” 
It is from the tender epiphysis that strong bone grows. 

If within a chaplainecy program like this in a state hospital 
set-up, we can recruit good men to begin with, with proper person- 
ality and dedication to the job, if they can be given good training, 
and if their supervision can be zealous and complete, the interrela- 
tionship between the ministry and psychiatry will wind up to the 
benefit of both groups. Certainly it will accrue to the benefit of the 
unfortunate people to whom both groups try, with zeal and self- 
sacrifice, to minister. 

In the state institutional set-up, there is a wider common goal be- 
tween people like psychiatrists and people in the ministry, at least 
in this respect, that both eschew financial emoluments to a great de- 
gree and seek their gratifications through working with . people, 
and seeing people helped and improved through their ministration. 


As has been said: In a hospital situation, you don’t cure people 
with buildings or equipment, you cure people with people. The 
ministry can be a fine adjunct to psychiatry in curing people with 
people. 


300 Central Park West 
New York 24, N, Y. 





FIGURE DRAWINGS IN AMPUTEES* 


BY CAPTAIN WARREN 8. WILLE, MC, U. 8. A. R. 


It is the purpose of this paper to discuss the results of figure 
drawings done by amputees. The work was carried out at Percy 
Jones Army Hospital from February 1952 to June 1953. It was 
thought that this hospital, as an orthopedic surgery center for 
treating soldiers wounded in the Korean War, offered an unusual 
opportunity for a study of this kind. The author became inter- 
ested in projective techniques during a previous study at Ypsilanti 
(Mich.) State Hospital,’ utilizing finger paintings. The Draw-A- 
Person test was adopted for routine use in the present study, 
because of the greater rapidity and ease of its administration. In 
working with this test extensively, it has been found extremely use- 
ful in eliciting collateral information which could not always be 
obtained from Rorschach studies. 

The present paper closely parallels a recent study by Theodora 
Abel,? on “Figtire Drawing in Facial Disfigurement.” However, 
it is felt worth while to add this paper to the steadily increasing 
number of reports on the Draw-A-Person Test,’ ***%* because of 
the unusually rich source of orthopedic material. This study differs 
notably from that of Abel in that none of the patients was congen- 
itally affected, but that all represent instead, sudden injuries in 
- early adult life. In every case included here, enough time had 
elapsed between the injury and the drawings to permit recovery 
from the shock which immediately follows severe injuries of this 
kind. 

The Draw-A-Person Test, as standardized by Karen Machover,' 
was used without any modification. Sixty-three patients were ap- 
proached for this study, but three refused to make any drawings. 
Of the 60 patients who completed drawings, only seven had been 
referred to the neuropsychiatric service for examination, a fact 
which was a reflection of the high morale among the amputees at 
this army hospital. The 53 patients who did not require psychi- 
atric referral were approached on their own wards for the draw- 
ings. The drawings were examined by both the author and a clini- 
eal psychologist.** They fell into four general categories. 


*This paper has been reviewed and cleared for public release by the Office of the 
Surgeon General, Department of the Army. 

**Donald 8. Pomeroy, Ph.D., senior psychologist, Recorders Court Psychopathic Clinic, 
Detroit; formerly captain, MSC, and clinical psychologist, Perey Jones Army Hospital. 
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1. The pathology shown in the drawings was on the same ex- 
tremity as was actually involved in the injury. 

2. The pathology shown in the drawings involved the extremity 
actually injured, but in addition, spread to involve other parts of 
the body. 

3. The pathology shown in the drawings did not reflect the parts 
injured, but was displaced onto some other part of the body. 

4. There was no suggestion in the drawings of loss of body 
parts, although the drawings might indicate some disturbance in 
the personality. 

When thus considered, the 60 drawings showed a breakdown as 
follows: Three were in category No. 1; 18 were in category No. 2; 
14 were in category No. 3; and 25 were in category No. 4. Thirty- 
five of the 60 sets of drawings revealed some evidence of body 
injury. 

As pointed out by Machover in her discussion of the article by 
Abel,’ there is a very complex relationship between the loss or dis- 
figurement of body parts and the conception of the body image as 
projected in the drawings. This is well shown in the present series 
by the infrequency with which the drawings portrayed directly the 
somatic loss suffered by the individual. No correlation was found 
between concrete portrayal of the injury and the severity of the 
injury. Considering those cases to be mild where there was a sin- 
gle amputation below the elbow or knee, and those cases severe 
where there was an amputation above the elbow or knee, or where 
there was more than one amputation, there were 39 mild cases and 
21 severe cases in the group. The 21 severe cases included five 
double amputees. As previously mentioned, 25 of the subjects did 
not reveal any loss of body parts in their drawings. Of these 25, 
17 fell in the mild group and eight in the severe group. This is ap- 
proximately the same ratio as prevailed between the mild cases 
and severe cases in the series as a whole. Three of the double am- 
putees, the most severely injured of the group, did not reveal any 
evidence of loss of body parts in their drawings. It is not surpris- 
ing that there is no correlation ia such a conyplex reaction on the 
part of the entire personality toward loss of a limb. The mechan- 
ism of denial probably played a part in some of these cases, and in 
others the drawings showed considerable regression and disturb- 
ance of the personality, although they did not reveal any specific 
evidence of loss of extremities. The following cases are illustrative: 
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Figure 1. This drawing was done by a 25-year-old soldier 10 
months after he lost his left arm above the elbow on October 13, 
1951. The same-sex drawing did not reveal any specific suggestion 
of body injury. This opposite-sex drawing, which is actually very 
masculine in appearance, reveals a number of pathological signs. 
The one of greatest interest here is the shortening of the left arm 
(the limb involved in the injury). Although there was no evidence 
of phantom limb in this patient, the drawing of the left arm is sim- 
ilar to that described by Schilder® in.cases of phantom limb, where 
there is gradual shortening of the arm, with the hand coming closer 
to the elbow. 

Figure 2. This drawing was done on January 8, 1953 by a 23- 
year-old soldier who had lost part of his right foot on November 
1, 1952. This is an excellent example of over-compensation for the 
loss of most of the right foot. Here the somatic loss and resultant 
infirmity are denied, and the image portrayed is that of an ex- 
tremely muscular, physically capable boxer. Even so, on close ex- 
amination, the pathology in the right foot is suggested by the ab- 
breviation of that foot in the drawing. Here the skillful posing 
of the figure is such that detection of the defect is difficult. This 
particular subject had some artistic training, thus explaining the 
high level of artistic ability in this drawing. 

Figure 3. This drawing was done on January 15, 1953 by a 28- 
year-old soldier who had entered the hospital for revision of his 
stump. He had lost his left leg above the knee in 1943 in World 
War II. He is the only soldier included in this study who was not 
injured in the Korean campaign. The drawing is an undisguised 
representation of an amputee with a Dorrance Hook prosthesis. 
The placement of the figure, the lines, and the proportions are very 
good, and reflect the generally good adjustment of this individual 
to the injury he had suffered 10 years earlier. However, the over- 
coat with turned-up collar, and hat with turned-down brim sug- 
gest some feelings of isolation from the environment. The most 
remarkable feature of the drawing is the displacement of the path- 
ology from the left leg to the right arm, where the body loss is 
much more conspicuous. 

Figure 4. This drawing was done on February 5, 1952 by a 21- 
year-old soldier who had an above-the-knee amputation of the left 
leg performed on July 22, 1951, secondary to a severe wound on 
July 13, 1951. At that time he sustained gunshot wounds of the 
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left thigh and left scrotum, and a deforming injury to the left in- 
dex finger. Although this soldier’s principal injury was to the left 
leg and left scrotum, the drawing reveals displacement of the pri- 
mary pathology to the left arm. This soldier was one of the three 
patients in this series who had developed a psychosis. Shortly after 
his injury, he had developed schizophrenia, paranoid type, with 
symptoms of negativism, withdrawal, occasional mutism, feelings 
of unreality, and delusions of persecution. 

Figure 5. This drawing was done on January 20, 1953 by a 20- 
year-old soldier who had lost his right arm below the elbow on May 
1, 1952. Although this soldier did not require psychiatric referral, 
the drawings revealed profound disturbance of the body image re- 
lated to the injuries, with an armless, footless figure drawn, which 
resembles a piece of broken statuary. 

Figure 6. This drawing was done on January 15, 1952 by a 20- 
year-old soldier who lost the left leg below the knee on August 29, 
1951. In addition, he had multiple shrapnel injuries to various 
parts of the body, including the right foot. The same-sex drawing 
did not reveal the injury to the leg. The opposite-sex drawing, 
shown here, has no arms, and the legs trail off in spindle-shaped 
stumps without feet. This soldier had required placement on a 
psychiatric ward because of his reaction to the injury. This reac- 
tion had included exposure of his genitals to the nurses, irregular 
propositions to nurses, a display of nude pictures, and overly ag- 
gressive behavior. After detailed clinical examination, it was felt 
that this patient was suffering from a schizoid personality rather 
than a psychosis. The drawing clearly reveals the severe person- 
ality disturbance. 

Figure 7. This drawing was done on June 30, 1953 by a 22-year- 
old soldier who had lost both legs above the knee on January 5, 
1953. This drawing does not reveal any specific signs of damage 
to the extremities, but certainly reveals a personality disturbance. 
The portrayal of the viscera reveals hypochondriacal and depres- 
sive feelings. The face also is disfigured in the drawing, whereas 
in reality this soldier did not suffer any facial injuries when 
wounded. 

Figure 8. This drawing was done on February 18, 1952 by a 28- 
year-old soldier who lost his right arm above the elbow on Novem- 
ber 5, 1951. He also suffered shrapnel injuries to the left hand and 
right cheek. This patient developed a reactive depression with 
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suicidal tendencies and had to be transferred to the psychiatric 
ward. The faceless figure, without arms or feet, reveals a severe 
ego disturbance. The lines were so faintly drawn in this case that 
they had to be drawn over by the medical illustrator to make photo- 
graphic reproduction possible. 

Figure 9. This drawing was done on June 26, 1952, by a 21-year- 
old soldier who had had an amputation of the right leg at the knee 
on March 27, 1952. The injury had occurred on February 4, 1951, 
but amputation was delayed an entire year by repeated efforts 
which were initially encouraging, to save the leg. A schizophrenic 
reaction developed insidiously during the long course of hospitali- 
zation. It was manifested by extreme anxiety and nervous tension, 
periods of loss of contact with reality, somatic delusions, including 
that of a phantom limb, social withdrawal, excessive alcoholic in- 
take, flattening of affect, and psychosexual disturbances involving 
sexual exposure of the patient to female personnel. This same- 
sex drawing has no hands, and a sharp horizental line terminates 
the legs below the knee. The line, form, and proportion are all 
poor, in keeping with this patient’s severe ego disturbance. 

Figure 10. This opposite-sex drawing, done by the same pa- 
tient, also has no hands and a similar horizontal line terminates 
the legs below the knee. Line, form, and proportion are all poor. 
Comparison of this drawing with the previous drawing shows very 
poor sexual differentiation of the figures, with a strongly mascu- 


line female figure which is much larger than the male figure. 
* * * 


An attempt was made to correlate the distortion in the drawings 
with the individual’s psychological problems in those patients 
where there was an opportunity to do detailed psychiatric investi- 
gations. Two cases will be discussed from this standpoint. The 
first (Figure 4) was the 21-year-old soldier who developed a 
paranoid schizophrenic reaction shortly after losing the left leg 
above the knee. He had also suffered a through-and-through gun- 
shot wound to the left scrotum without involvement of the testis, 
and a deforming injury of the left index finger. (The patient was 
right-handed.) In the drawing, the pathology is displaced almost 
entirely to the left arm, although the manner of attaching the legs 
to the trunk shows some conflict in this area. This man had very 
strong guilt feelings. The day following his amputation, he heard 
God’s voice telling him that his left leg had been cut off to punish 
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him for trying to take a life. During a brief period of disturbed 
behavior, he would scream, “move my foot—move my eyes, move 
my eyes.” His equation of the eyes with the damaged extremity is 
highly suggestive of the reasou for the displacement of pathology 
in the drawing from the leg and scrotum to the left arm. This 
would seem to be on the basis of castration anxiety, with displace- 
ment onto a less sexually cathected member of the body. 

The second case to be discussed (Figures 9 and 10) was the 21- 
year-old soldier who developed a schizophrenic reaction during 
hospital treatment for a severe injury to the right leg which event- 
ually required amputation. This soldier had a traumatic back- 
ground which included a psychotic mother and an alcoholic father. 
He lived with his mother after the father’s death when the patient 
was 12 years old. He never formed any strong identifications with 
his father, but did form a fairly close attachment to his mother, 
who intermittently showed evidence of overt psychotic disturb- 
ances. His drawings reveal his confusion about sexual identifica- 
tions and strong homosexual tendencies. There is a resemblance 
between the male and female drawings and absence of the distal 
parts of the extremities in both drawings. 


SUMMARY 


The Draw-A-Person Test was administered to 63 amputees at 
Percy Jones Army Hospital. Sixty sets of drawings were ob- 
tained, 35 of which showed definite evidence of body injury. No 
correlation was found in this series between severity of the injury 
and likelihood of portrayal of the injury in the drawing. Several 
cases were discussed to illustrate various mechanisms used by dis- 
abled amputees to project their personality problems in their hu- 
man figure drawings. 
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A SPECIFIC APPROACH TO THE VOCATIONAL NEEDS OF ADOLESCENT 
USERS OF NARCOTICS AT RIVERSIDE HOSPITAL 


The In-Hospital Vocational Traiming Program 
BY I. B. GOULD, L. SMITH, R. N., W. BARKER, M. D., AND BR. R. GAMSO, M. D. 


History or THE HosprraL 


Since the end of World War II the prevalence of drug addiction 
among adolescents and young adults ranging in age from 15 to 25 
has been increasing at an alarming rate. To cope with this situa- 
tion various private and public agencies have banded together to 
pool what little common knowledge there is and work toward the 
establishment of a concrete approach to the problem. 

Their efforts resulted in the passage of Section 439-a of the New 
York State Public Health Law which required the state commis- 
sioner of health to designate a facility for “the care, treatment, 
guidance and rehabilitation” of adolescent users of narcotics who 
had not reached their twenty-first birthdays. On July 1, 1952, the 
Department of Hospitals of the City of New York opened River- 


side Hospital on North Brother Island as such a facility. In ad- 
dition to the hospital, proper provisions were made for the estab- 
lishment of a fully accredited school of the New York City Board 
of Education which would contribute to the educational and voca- 
tional needs of the patients. 


GOALS OF THE HospPrraL 


The goals of Riverside Hospital are best described by Marcus 
D. Kogel, M. D., then commissioner of hospitals, in his annual re- 
port of the New York City Department of Hospitals for 1952: 

‘‘The primary aim of the school-hospital is to have the patients under- 
stand and accept patterns of normal social living and behavior. Effort is 
made to create within the patients the ability to establish meaningful inter- 
personal relationships and to develop mature and realistic goals. The pa- 
tients must learn that immediate gratification is not possible in the world, 
and they must be taught that work, responsibility, constructive endeavors 
and the giving of oneself are ultimately more rewarding than easily ac- 
quired but short-lasting gratifications.’’ 


INTRODUCTION TO THE PROBLEM 


After the hospital’s opening, two severe shortcomings were rec- 
ognized. These were the absence of realistic vocational training 
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facilities and the lack of a well-defined work program. These were 
adequately demonstrated by follow-up surveys of patients. It was 
soon learned that it is a far ery from identifying a person’s apti- 
tudes and skills to enabling him actually to do a day’s work. It 
was agreed that a program would have to be developed that would 
provide an opportunity for hospitalized persons to start learning 
such basic things as getting to work on time; going to work every 
day; accepting direction from a superior; controlling impulsive 
tendencies to walk off a job the moment it became slightly uncom- 
fortable, and finally, learning of just what the world of work con- 
sisted. In other words, they had to relearn in their young adult- 
hood the harsh realities of adjustment to routine. 

It was further realized that the best situation would be the pres- 
ence of a true vocational training facility and enough work around 
the hospital to keep a large proportion of the patient popula- 
tion actually and purposefully occupied. However, the Board of 
Education’s school had been initially set up basically as an aca- 
demic facility, and equipment was not available to facilitate a 
change. In addition, Riverside is a comparatively small hospital, 
situated on a small island in the East River, and, thus, there were 
geographic and physical limitations. 

These obstacles, though real enough, were still no excuse for in- 
action. The only thing to do was to take what was on hand and do 
the best that could be done with it. 


Srupy AND OBSERVATION 


In studying the type of patient at Riverside, certain almost uni- 
versal patterns manifested themselves. As a group, patients came 
from psychologically impoverished and economically uncertain 
homes. There was a lack of a consistent authority-figure; 
there were unorganized habits of living, absence of the basic guid- 
ance methods common to the average family constellation; and, 
finally, the lack of opportunity to relate to any meaningful figure 
in any positive way. In the way of employment, few patients in- 
deed presented anything that even approached consistent job his- 
tories. Job histories were disorganized both from the poimts of 
view of time spent on given jobs and of similarity of jobs held. 
This pattern showed, both in a general way and in comparison with 
job records of normal ’teenagers from similar geographic loca- 
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tions and comparable socio-economic levels. In addition to irregu- 
lar job patterns, there were many patients who had never worked 
at all. 

In addition, the patients in general were not of a type whose 
needs could be filled in a classical psychotherapeutic relationship. 
That is, they were too young, too impulsive, and—most important 
—too unaware of specific problems, to be handled adequately with 
prolonged interview therapy. 

They seemed to respond best to short-term goals—in fact, am- 
bitious, long-term planning was often very threatening. They 
needed the kind of experience that would impress upon them the 
fact that they were able to do things; that they were reasonably 
adequate; that they were not total failures whose only recourse 
lay in the fantasy that escape by way of narcotics provided. 

From the therapist’s viewpoint, something was needed that 
would erystallize reality-thinking within the patient population; 
that would succeed in impressing these patients with the very in- 
adequacies that had led them to use drugs; and finally, something 
that could indicate to them in a very objective manner that they 
were not ready for discharge. That is, something was needed that 
would succeed in creating a measure of constructive self-concern. 

It followed logically that all these needs could be filled only 
through creating a cross-section of life—reproducing the very sit- 
uations in the hospital that had been most troublesome to the pa- 
tients while in the community. 

Naturally, it was impossible to attempt establishing family units; 
but the treatment personnel—psychiatrists, psychologists, psychi- 
atric social workers, and counselors—were adequately filling the 
roles of symbolic parental figures. On the other hand, it was not 
impossible to establish a vocational training program, patterned 


along industrial lines, that would be very real and very mean- 
ingful. 


It was reasoned that such a program could provide opportu- 
nity for these people to explore the world of work constructively ; 
expose themselves to the sort of situations that they had had diffi- 
culty handling in the community; test their skills and aptitudes; 
develop work tolerance and habits; and experience inter-personal 
relationships of a satisfying nature, oriented to the world of work. 


> 
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Such a program could provide a therapeutic measure that was less 
verbal than psychotherapy and more action-laden. It would have 
potentials for more immediate gratifications than a long-term ad- 
justment program and would create opportunities to crystallize 
problems that patients could bring to the counseling interviews, 
therefore developing greater degrees of self-motivation. A voca- 
tional program could pinpoint their technical shortcomings and 
their needs for further training and thus make the hospital school, 
and education in general, a more positive, meaningful experience. 
Finally, it could provide a reasonable index as to the patients’ vo- 
cational readiness for discharge. 


CRITERION FOR EVALUATION 


Since there are no two patients at the hospital in the same state 
of therapeutic progress or degree of initial pathology, it was im- 
possible to set up limits arbitrarily to indicate successful or unsuc- 
cessful participation in the program. A very loose sliding scale 
was adapted, one that was completely clinical as opposed to sta- 
tistical. 


Depending on the degree of disturbance of the patient upon re- 
ferral to the rehabilitation counselor, the purpose of the referral* 
and the level of vocational adjustment existing at the time of refer- 
ral, the patient’s progress and the program’s value to the patient 
was evaluated according to: 

1, Attendance at the assigned job. 


2. Degree of vocational insight demonstrated in terms of job identifica- 


tion, levels of aspiration, etc. 

3. His progress within the program as indicated in weekly reports.** 

4. Progress in the counseling relationship from the time of assignment. 

5. Over-all adjustment progress as evaluated by the patient’s therapist. 

6. Ultimately, and probably most important, the patient’s vocational 
adjustment following discharge. 

Though this criterion and method of analyzing results will not 
yield any neat statistical package, it is felt that functional conclu- 
sions certainly can be drawn and that they may possibly indicate 
specific variables that will respond to more formal statistical 
treatment. 


**See page 204 for ‘‘Operational Procedure.’’ 
**See page 206 for ‘‘ Work Progress Report’’ form, 
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Score AND PARTICIPANTS 


With the recognition of the need and the theoretical determin- 
ants established, the need to set the limits within which such a pro- 
gram would operate, and to select the personnel who would be 
directly responsible for carrying it out, followed. 

It was understood that this was to be a combined training and 
therapeutic measure and, as such, nothing that even approached 
exploitation of the patient would be countenanced. Since the pa- 
tients dealt with were somewhat disturbed, adequate supervision 
had to be provided for protection of the patient and hospital prop- 
erty, and of course, instructional purposes. In view of the fact 
that Riverside is a hospital and the school on the reservation is 
academically oriented, it was not anticipated that finished trades- 
men would be produced, merely people who were better adjusted 
to the world of work and their own vocational needs. 

The project was named the “In-Hospital Vocational Training 
Program.” Since it was considered to be an integral part of the 
general rehabilitation process at Riverside, all treatment personnel 
were involved, but it was of primary necessity to name co-ordinat- 
ing and supervising individuals. In addition, it became necessary 
to use the skills of various non-professional workers at the 
hospital. 

To implement the plans of the supervising team, the co-operation 
of the various non-professional divisions was solicited and re- 
ceived. This meant that for the first time carpenters, electricians, 
plumbers, pipefitters, dietitians, bakers, cooks, porters, storekeep- 
ers, stock clerks, and general clerical workers were to be very 


meaningful factors in the over-all therapeutic procedure at River- 
side Hospital. 


DEVELOPMENTAL PROCEDURE 


The first concrete step in getting the project under way was to 
meet with members of the various service departments so that the 
aims, design, and needs that the program was expected to meet 
could be discussed. 


This was done under the direction of the senior psychiatrist and 
the rehabilitation counselor. An attempt was made to: 


1. Insure common understanding of the scope, style and aims of the 
program. 
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2. Get the practical work of defining jobs, job specifications, and limits 
carried forward to the working stage. 

3. Lay the stage for actual job assignments. 

In terms of scope, style and aims, the needs of the project were 
described—as they were outlined in the theoretical discussion.* 
In addition to providing an opportunity for all who would be con- 
cerned with the program to identify with each other, the over-all 
aims were set. Essentially, they are an attempt to be instructional, 
not authoritarian; tolerant but not protective; and consistent but 
not rigid. Further, there was an attempt to emulate industrial con- 
ditions as far as possible. But, “Don’t ‘fire’ anyone, merely explain 
what would happen to the offender in the industrial world.” 

The response of the service workers was at first rather cautious 
and something less than spontaneous; but when they were told 
about the total situation and their specific roles in it, there was a 
marked change. They became animated and responsive to the 
whole idea. 

The next major area to be covered was the developing of an oper- 
ational procedure; the developing of a workable and efficient re- 
port form; and the identifying and describing of the various jobs 
that could be done by the patients around the hospital. 


OPERATIONAL PROCEDURE 


An outline of the best functioning and most efficient operational 
procedure developed to date follows: 

1. Referrals to the rehabilitation counselor for assignment in the pro- 
gram are accepted only from the caseworker treating a particular patient. 
This operation insures adequate lines of communication and determination 
of responsibility. 

2. Each referral is accompanied by a well-defined objective, i. e., voca- 
tional exploration, development of work tolerance, improvement of habits, 
ete. 

3. Actual assignment to the program is made only by the rehabilitation 
counselor. 

4. There is pre-assignment counseling by the rehabilitation counselor, 
to bring the purpose of the anticipated activity into sharp focus in the 
patient’s mind. 

5. Pre-assignment consultation is held between the rehabilitation coun- 
selor and the nurse co-ordinator to insure complete understanding of the 
prescription ordered and the purpose of the patient’s referral. 


*See page 200, ‘‘Study and Observation.’’ 
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6. Actual assignment is handled by the nurse co-ordinator—who reports 
the ultimate program objective for the individual patient to the actual su- 
pervising person, and in addition informs the hospital school of the pa- 
tient’s changed program. 

7. A daily tour of inspection is made by the nurse co-ordinator to insure 
smooth functioning of the program. 

8. Attendance sheets are submitted daily by each supervisor to the nurse 
co-ordinator, who, in turn submits a weekly over-all report to the rehabili- 
tation counselor. 

9. The weekly progress reports submitted to the rehabilitation counselor 
are interpreted to the patient during the weekly progress interview that is 
held with each patient in the program. This provides the patient with an 
opportunity to comment on his feeling, progress and difficulties in relation 
to an actual work situation. 

10. There are semi-monthly conferences of the supervising psychiatrist, 
rehabilitation counselor, nurse co-ordinator and school representative. These 
conferences have the over-all purpose of providing an opportunity for an ex- 
change of information and for a current evaluation of the program. 

11. There are monthly conferences of all these individuals and the medi- 
cal superintendent. Monthly statistical reports are submitted to the medi- 
cal superintendent at these conferences, and the general effect of the pro- 
gram in terms of hospital functioning is discussed. 

12. Informal conferences are held as required by any members of the 
supervising team. 

The report form (page 206) has proved to work exceedingly well. 
It is sufficiently direct and unencumbered by technical terminology 
to be readily understood by the non-professional persons for whose 
use it was designed. 


FINDING SUITABLE JOBS 


Crucial to the program’s success, was the locating of suitable and 
sufficiently varied jobs which could be offered to the patients. Each 
job was chosen according to the following criterion. 

Each job must have an industrial application or analogue. This 
would insure “face” validity and patient-acceptance, and in addi- 
tion provide the opportunity for structuring counseling interviews 
with an industrial and community-centered orientation. Each job 
must be sufficiently simple to insure a modicum of success and posi- 
tive conditioning toward the world of work; yet sufficiently complex 
to provide a measure of challenge and insure a feeling of achieve- 
ment with continued application. 








206 VOCATIONAL NEEDS OF ADOLESCENT USERS OF NARCOTICS 





WORK PROGRESS REPORT 


Name of patient 
Supervisor 
Job title 


ATTENDANCE: WORK HABITS: 
Tardy: Attention Span: 
Absent : Ability to follow instructions: 
Ability to initiate tasks: 
Interpersonal relations: 
Ability to see task through to completion: 


PERSONALITY: APTITUDES: INTEREST: 
Timidity: Shortcomings: Initially high: 
Irritability : Co-ordination : Initially low: 
Sense of humor: Special Skills: Constant and sustained 
or fluctuating: 





The job problem was initially approached through a survey of 
all hospital service and maintenance divisions with an eye both to 
individual jobs and available personnel for adequate supervision 


and training. Following this survey, the planning conference men- 
tioned* was held with the service division heads. The results of this 
survey were discussed here, and these people were requested to 
present to the rehabilitation counselor lists of job descriptions and 
of persons available to provide supervision. Following is one job 
description and a list of additional job titles that are now being 
used for rehabilitation: 


I. MAINTAINENCE DIVISION: 
1. CARPENTER’S ASSISTANT: 
1. Maintain and repair doors. 
Repair broken sash. 
Maintain tools. 
Help with carpenter work in shop. 
Gain facility in the use of various hand and machine wood-working tools. 
6. Help in maintenance and erection of carpenter work in hospital. 
BOILER ROOM ASSISTANT. 
ELECTRICIAN’S ASSISTANT. 
. PLUMBER’S ASSISTANT. 
II. STOREKEEPER DIVISION: 
1. STOREHOUSE ASSISTANT. 
2. OFICE CLERK. 


*See page 203, ‘‘Developmental Procedure.’’ 
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III. DIETARY DIVISION: 
BUTCHER’S HELPER. 
COUNTERMAN. 
STOCKROOM (DIETARY). 
COOK’S HELPER. 
BAKER’S HELPER. 
DISHWASHER. 

BUS BOY. 

. VEGETABLE MAN. 
HOUSEKEEPING DIVISION: 
PORTER. 

MAID, WARDS. 

SEWING ROOM HELPER. 
CLEANING SUPPLY DISTRIBUTOR. 
LINEN ROOM ASSISTANT. 
GARDENER’S HELPER. 
GARBAGE ASSISTANT. 


— 


SIS Ore th 


@ 


oe 


= 


= 


SUMMARY AND CONCLUSIONS 

Whatever the general therapeutic approach to treating narcotic 
addicts at Riverside Hospital may be—and the procedure has been 
to study cross-sections of it first—there is a large group of addicts 
whose outstanding needs are for experience with work situations. 
They need to learn good work habits, tolerance, skill and adequacy 
in the interpersonal relations of employment; and their probable 
benefit from psychotherapy attempts is small. For these patients, 
a simple vocational experience was necessary to adapt them for 
living; and an attempt was made to establish a program that would 
fill this need. 

The non-professional staff made vital contributions to the pro- 
gram. Its members were co-operative about requests for assistance 
and participation—once their importance as persons in worthwhile 
jobs that were tools for helping others was impressed upon them. 

Although the size of the population included in the program and 
the time elapsed since its inception do not warrant any definite 
conclusions, certain trends and patterns of performance did mani- 
fest themselves: ' 

The program seems to be functioning as: (a) a fairly reliable 
tool to test out the sincerity and reality functioning of statements, 
aspirations and intentions verbalized in interview sessions; (b) an 
additional diagnostic tool for aptitude and interest determinations; 
(c) a catalytic agent for the crystallization and recognition of prob- 
lem areas in the world of work; (d) an area where the patient can 
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perceive growth and development rather easily, thus making his 
hospital stay a more meaningful one; and (e) an instrument for 
emphasizing to the entire treatment staff, the existence and ex- 
tent of the vocational needs of the patients. 


Riverside Hospital 
North Brother Island 
New York 54, N. Y. 








THE VERBAL SELF-PORTRAIT TEST. PART Il 


BY WALTER 8S. BOERNSTEIN, M. D. 


The previous paper in this series introduced the Verbal Self- 
Portrait Test as a new technique for evaluating personality. 
The test is based on asking the following question of the patient: 
“If you were an accomplished artist, how would you paint your- 
self?”* 

Particular aspects and details of the resultant portrait can be 
elicited by asking further specific questions, which will be discussed 
later. Together with the initial question, each query helps to bring 
out basic features of the personality structure. 


As was pointed out in the previous paper, the Verbal Self-Por- 
trait Test differs from the tests that are considered projective in 
the stricter sense in that the “projective screen” is the person’s own 
body—a discrete physio-psychological entity. The image of the pa- 
tient’s body, as it is elicited by the test question, symbolizes his 


mental state and the psychodynamies underlying it. 


What the test accomplishes for the subject himself is that it not 
only acts as a catharsis but also produces a growing self-aware- 
ness in him. In other words, a person begins to sense his neu- 
rotic pattern as well as his dormant constructive forces. The 
test, a personal and intimate experience, easily gives rise to con- 
siderable affect. Later, “spontaneous” insights may contribute 
further to the therapeutic effect of the test, facilitating the pa- 
tient’s contact with his unconscious forces. 

To illustrate the effectiveness of the Verbal Self-Portrait Test, 
its actual operation will be shown in four patients with marked 
neurotic disturbances, and in three normal subjects. It is hoped 
that this material will indicate the test’s range and depth. 

In every case, other tests were used to confirm the Verbal Self- 
Portrait Test findings. These other techniques were the Rorschach 
Test, a handwriting analysis, and several drawing tests, each inde- 


*The first paper in this series deals with the theory underlying the Verbal Self-Por- 
trait Test and presents a detailed study of one case. (Ref. 1.) 
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pendently administered by a skilled examiner.* All findings con- 
curred with those of the Verbal Self-Portrait Test. 


Case EXAMPLEs 

The first patient, Mildred, was a young married woman in her 
early twenties. She spoke in a subdued voice, often barely audible. 
Her pervasive anxieties blocked all attempts at self-expression, 
giving the impression of a withdrawn and confused personality. 

The pattern of her life was reflected in the few unrelated 
thoughts she offered at rare intervals: “I’m groping in the dark, 
not knowing what Iam... . Everything is chaotic. . . . I think 
that I can do what I want, but I don’t know whether I want to or 
not... . I have severe anxieties . . . nightmares. . . . Sex does 


*The Rorschach tests were performed by Mrs. E. Sloman, New York; the handwrit- 
ing analyses by Mr. A. Kanfer, New York; the drawing tests by this writer. 

The drawing tests used were this writer’s Tree-House-Couple Test, the Circle-Triangle 
Test, and the Single Circle Test. The ‘Tree-House-Couple Test was developed by this 
writer in 1944-45 at Manhattan (N. Y.) State Hospital, after he had observed a schizo- 
phrenic patient who drew a tree which before treatment was floating in midair and after 
successful treatment was standing on a baseline. This change seemed to express un- 
consciously a change in the patient’s feeling of security. A similar test has been de- 
veloped independently by other authors. 

Studies of mythology, folklore and poetry reveal that in most cultures the Tree sym- 
bolizes Man. Drawings by patients and hospital employees, as well as by other subjects, 
confirm this conclusion. It has become apparent that the treetop represents, among other 
things, Father, Spiritual Values, Future; the trunk, the ‘‘ Actual Self’’; the bottom 
and roots, Mother, the Unconscious, and ‘‘Origin.’’ It can be shown that the time of 
occurrence of a traumatic event could be read from the level of a scar on the trunk of 
the tree. If a scar is situated in the middle of a trunk drawn by a 30-year-old man, it 
indicates a trauma that occurred when he was about 15. The author discussed this in a 
lecture in 1948. 

That the House symbolizes the person himself is known from dreams. The Couple 
was added to symbolize the subject in relation to himself and to the other sex. 

In the Circle-Triangle test the patient is asked to draw two rows of circles and two 
rows of triangles as rapidly as possible. Size, shape and spacing of the figures disclose 
at a glance the patieat’s attitude toward himself and his environment. They show, for 
instance, whether he is a well-rounded personality with good human relations, or is im- 
poverished, or over-expansive, anxious, compliant, withdrawn, and so on. 

In addition, the triangles reveal the nature of the relationship with the mother and 
father, the effects of domination or weakness on thi: part of either parent. The material 
gathered so far in this test strongly suggests that by dividing the age of the subject by 
the number of circles and triangles respectively, it is possible to determine the time and 
duration of emotionally significant events or conditions. 

The Circle Test is described in the present text. 

All these tests, illustrated by slides, were reported on by this writer in a paper pre- 
sented at a meeting of the New York Neurological Society in 1948. (Ref. 2.) 
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not play the important role. I don’t understand why girls dress up 
to attract boys. . . . I almost consider myself a genius. I think my 
thoughts are really wonderful... .” 

Actually, her “wonderful” thoughts were tainted by her hostile 
attitude toward people. “I could be as hostile as Hitler,” she said. 
At times she felt like poisoning her husband. At other times she 
was afraid she herself might be poisoned. She vacillated between 
self-hatred and self-admiration. 

Mildred’s progress in analysis was inordinately slow. The Ver- 
bal Self-Portrait Test was decided upon as a catalytic device. 

Accordingly, the question was asked: “If you were an accom- 
plished artist, how would you paint yourself?” 

“My real self?” she said. 

“Yes.” 

After thinking a moment, she remarked, “I have a painting of 
Picasso that reminds me of myself—a girl looking in the mirror.” 

“How would you describe the portrait you would paint?” she 
was asked. 

“Tt is so different. In my mirror the girl is ugly and distorted, 
but the one outside is not like that... .” 

“What does the girl in the mirror represent?” 

“What I think of myself.” 

“And the girl outside the mirror?” 

“She is constructive.” 

“What do you think of the two girls?” 

“T think the one in the mirror controls and dominates the healthy 
one. Therefore the one outside is not as significant as the one in 
the mirror. That is where the paralyzing force comes in—from 
the girl in the mirror.” 

“Can you visualize the painting?” 

“I feel it in my head. I see only the girl in the mirror. The girl 
in the mirror is the real me.” 

“Could you say anything else about your painting?” 

“T see two. I feel two. I am both persons at the same time, the 
constructive one and the neurotic one. I always feel torn apart. 
That is why it is so difficult for me to make decisions.” 

“Do the colors in Picasso’s painting appeal to you?” 

“They are very good. I would use a lot of purple, orange, and 
some black, too.” 

“Where?” 


PART 2—1954—c 
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“The face in the mirror would be in shades of purple. The back- 
ground would be in orange. Black all across, on different places.” 

“What does purple mean to you?” 

“Very cold color. Something strange. Far off in the distance.” 

“In what color is the girl outside?” 

“Pink. But Picasso paints only the heads.* It is the most sig- 
nificant part of the body. I would paint the whole body of the girl 
outside. But of the girl in the mirror I would paint only the head. 
. . . If I had to paint myself, the person looking in the mirror 
would be of normal size. The head in the mirror would be much 
larger, about three times larger. It sounds rather lonely—the head 
by itself.” 

It took no more than 15 minutes to administer the Verbal Self- 
Portrait Test to Mildred. Yet, in this short time, her neurotic pat- 
tern became apparent. For the first time, she herself was im- 
pressed by the split in her personality. 

The details of her portrait are easily interpreted. In front of 
the mirror, stands a healthy girl. The “pink” emphasizes her gen- 
tleness and her girlish qualities. But this femininity is only super- 
ficial. For a real understanding of what is going on inside Mil- 
dred, we must look at the girl in the glass. 

The mirror image consists solely of a monstrous head. Its func- 
tion, as shown by the use of “cold, strange, far-off” purple, is to 
produce ugly, powerful thoughts devoid of all emotion. These 
thoughts threaten her. That is why she deprives the head of its 
executive instrument, the body. In this way she forestalls the 
transformation of her thoughts into action. 

On the surface this maneuver would seem to be successful. By 
cutting off the body, she isolates and imprisons the dark forbid- 
ding fantasies within the head. But in denying a body to this 
powerful head, she deprives herself of her “instinctual” forces. 
This is the painful price she pays for protection against acting out 
her neurosis. The head in the mirror is the only powerful, vitality- 
laden part of her. The rest is a colorless little girl, drained of the 
emotions and sexual energies she should possess. 

Paralyzed by her destructive intellect, she is unable to move. 
She is overrun by anxiety and hopelessness. The colors in her self- 
portrait are indicative of her precariously maintained balance. In 


“The patient’s statement is erroneous despite the fact that she has a print of this 
painting in her living room. 
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contrast to the purple-black of the cold strange atmosphere in the 
mirror image, the color of the “constructive” girl outside the mir- 
ror is pallid pink. 

The results of other projective tests concurred in marked 
fashion with these findings. According to her Rorschach Test: 
“  . . her anxieties are focused in the sexual sphere . . . frigid 
. . . blocked . . . in danger of becoming cnt off from reality . . . 
her ego is weak . . . hiding and masquerading . . . she drama- 
tizes . . . hysterical traits . . . traits of persecution and of gran- 
deur . . . paranoid-schizophrenic features. . . .” 

Her handwriting analysis showed: “. . . outwardly calm but 
inwardly very tense . . . very strong passions compressed into a 
heavy shell of inhibition. There are forces strongly pushing 
against each other, thus bringing the machine to a standstill . . . 
vehement outbursts may occur . . . there may be strong hatreds. 

”? 

Her drawing tests indicated: “. . . severe anxieties . . . sup- 
pressed emotions which are under precarious control . . . uncer- 
tainty about her role as a woman. Contempt for men... . narcis- 
sistic . . . oral tendencies . . . schizoid traits... .” 

In the Single Circle Test, she received a sheet of paper on which 
a dime-sized circle was drawn in pencil. She was told that the 
circle represented “a normal individual,” and was asked to draw 
another circle to represent herself. But she did not draw another 
circle. Instead she drew a female figure, with the comment, “This 
is myself.” The figure revealed a split in her personality, uncer- 
tainty about her role as a woman, sadistic tendencies, narcissism, 
withdrawal, lack of insight, and lack of understanding of the out- 
side world. 

To sum up Mildred’s Verbal Self-Portrait, here is a young 
woman who tries to solve her problems by exercising purely intel- 
lectual control. She is aware of the danger of being devoured by 
her intellect; the head in the mirror is alien and frightening to 
her. Yet it is also a part of her—indeed, her “real me.” Though 
spellbound by the head in the mirror, the girl outside is neverthe- 
less able to retain her integrity and stand her ground. 

In clinical terms, Mildred is suffering from a severe anxiety neu- 
rosis, is split into two antagonistic dynamic centers, and is strug- 
gling with all her might against the threat of schizophrenia. 
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The postscript in this case is a most satisfactory one. Four and 
a half years after taking the Verbal Self-Portrait Test, the patient 
has undergone a remarkable metamorphosis. Today, Mildred is a 
happy, serene young woman with an integrated personality who 
is enjoying her marital life to the full. 
* * * 


The second patient, John, was 28 years old and unmarried. In 
giving his reasons for seeking treatment, he displayed some in- 
sight: “I am too dependent on other people, particularly on my 
mother. I do not feel like an adult. I have no self-confidence. I 
can’t organize my time. Sometimes I have a feeling of unreality. 
I sometimes have homosexual desires. . . .” 

The test question was then put to him: “If you were an accom- 
plished artist, how would you paint yourself?” 

After some slight hesitation he replied, “. . . Well, Hamlet-like.” 

“What do you mean by that?” I asked. 

“The asthenie physical type. Sort of morose. Highly intelli- 
gent and sensitive. In his early twenties. Handsome in the as- 
thenic sort of way, tall and angular . . . and handsome. And be- 


set with .. . well. . . alot of conflicting problems. Tragedy for 
which I am not responsible. Sort of a pawn in these conflicting 
forces, and bearing up well under them. . . .” 

“How does the painting look?” 


“ 


. . . Well, have you ever seen that sculptor—what’s his name? 
I fell in love with him—he has a man and a woman in the Museum 
of Modern Art.* My portrait would give that atmosphere—pen- 
siveness. I would expect Hamlet to look like that. This person 
would not react to these problems in an active way, but as the 
statue does—in a reflective way. And of course with a lot of cere- 
bration rather than with emotion. I have the idealized image that 
I have problems that other people do not have. And even if they 
have the same problems, mine are so much more complicated, so 
much more pervasive that they do not have the woes that I suffer.” 

“How does the painting look?” 

“The actual painting? The position and all that?” 

*The patient refers to Wilhelm Lehmbruck. The Encyclopedia Britannica, Vol. 13, 
p. 883, 1948, appraises him thus: ‘‘. . . a sculptor of great sensitivity and his art. . . 
is moving in its spirituality and tenderness. . . .’’? The statue of an ascending youth, 


exaggeratedly thin and delicate, and that of a woman, stand in the Museum of Modern 
Art in New York City. 
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“Vos,” 

“The position in which I am right now—half-sitting. The right 
hand up somewhere around the head. Three-quarter profile. Look- 
ing up into space, into nothing. Worried, preoccupied. I would 
look above and beyond the observer. Who is looking at the pic- 
ture? It is aman, not a woman. And I am avoiding his eyes.” 

“Can you describe the portrait in more detail?” I asked. 

“Tt stops at the waist,” he replied. 

“Colors?” 

“Colors would all be dark. Dark suit.” 

“How is the background?” 

“Dark. I was wondering whether I should put some purple or 
dark red in the background.” 

“What does purple mean to you?” 

“Menstrual blood. I believe that Hamlet would have a purple 
robe. Purple robe means born into royalty. Dark red means the 
same.” 

“Ts there no light in the painting?” 

“T was wondering about it. Put a little light around the head. 
I was wondering if there’s a halo around my head. Head region 
is lighted like an electric bulb, with all the rest dark.” 

“Where are your hands?” 

“T was wondering whether I should put a cigarette into my left 
hand—or should I put it into my right hand, as it is now? I feel 
that I have a lighted cigarette in the picture.” 

“What kind of frame would you use?” 

“Gold—gold might make it too ornate, though. Simple wooden 
frame like this here.” He pointed to a picture of Freud on the 
wall. 

When asked what his Verbal Self-Portrait meant to him, he said, 
“Something about my relationship to my father and mother. The 
fact that I spoke of Hamlet—Oedipus complex. Royalty refers to 
my people—the way they treated me as the only child. I romanti- 
cize myself and my neurosis. <A false sense of superiority. De- 
tachment. Self-pity. The high value I place upon intelligence. 
That I avoid the eyes of the man who looks at the picture means 
something homosexual. Homosexuals do avoid looking in the 
eyes.” 

At a later session, John asked abruptly, “That I painted myself 
from the waist up—does that show castration?” 
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“Yes,” I replied. “Had you been aware of it?” 

“Not when I began. But later.” 

“What does castration mean to you?” 

“Very vague. Lose my penis—the symbol of manhood. Not to 
have to struggle. Homosexuality. Let somebody else do the strug- 
gling. If I had no penis, I wouldn’t be obligated to have sexual re- 
lations with my wife... .” 

Here is a 28-year-old man in a state of inertia. Initiative and 
action are paralyzed. He dares not give vent to his vehement hos- 
tility and sadistic wishes against the world. To him his passivity 
is an asset, a mark of superiority. It elevates him above ordinary 
men and protects him from participation in the struggles of life. 

John sees himself as a delicate youth—handsome (this he states 
twice) and intellectual rather than emotional. He identifies him- 
self with two figures of art: Lehmbruck’s sculpture of a tender 
adolescent, and Shakespeare’s “asthenic” Prince Hamlet. He 
sees in both these figures the embodiment of his own frailty, pass- 
ivity, and pensiveness.* 

However, John can maintain this image of glorified passivity 
only at the cost of his masculinity. He denies his genitalia by cut- 
ting the portrait off at the waist, and becomes as helpless as a lit- 
tle child. But even the most ruthless suppression of aggressive 
forces cannot keep them from breaking out somewhere, even if 
only in fantasy. 

He strives for power in devious ways to compensate for his help- 
lessness.** As the Verbal Self-Portrait reveals, he resorts to two 
magical devices for acquiring power. To make up for his lack of 
virility, he has recourse to homosexuality so that he can identify 
himself with a strong man.t He states explicitly that it is a man 
who looks at him in the portrait—not a woman. The guilt attached 
to his homosexual tendencies is shown by the fact that he avoids 
the onlooker’s eyes. 

Another of John’s compensations is in the realm of pure fan- 
tasy. He believes he is God-like and can exert unlimited power 
without lifting a finger. He is only dimly aware of this belief, 
which is clearly represented by the halo symbol in the portrait. 


*The comparison with Hamlet is particularly apt. As soon as Hamlet has overcome 
his passivity, he breaks out and kills. 
**Temporary relief is provided by occasional outbursts of rage. 


tThis does not exclude the possibility that other motives for homosexuality may also 
play a role. 
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The halo is symbolic of the sun (Jung),* and the sun is a symbol 
of the father (Freud)‘ and of God as The Father. “God, Father, 
Sun are psychoanalytically synonymous,” says Jung.* 

By placing a halo around his head, the patient identifies himself 
with his father and with God. In other words, he arrogates un- 
limited power to himself. That his head is “lighted like an electric 
bulb” emphasizes his belief in the omnipotence of his thoughts. 

The rest of his body, down to the waist, is in the dark. His “in- 
stinectual” drives, his emotions and his ability to move are not in- 
volved in his self-glorification. The intellect, an isolated force, 
reigns over the rest of his personality. The only symbol of viril- 
ity in the picture—his lighted cigarette—shows that his sex drive, 
while displaced, is not destroyed. 

John’s Verbal Self-Portrait brings to light two contradictory 
but dynamically-related trends, designed to control his over- 
aggressive sadistic tendencies. On the one hand, he plays the role 
of the helpless passive child who, as such, is entitled to special 
consideration by “adults.” He must not do; he is done to. For 
the most part this is the role he plays in everyday life. On the 
other hand, he dreams himself into the role of the father—omnipo- 
tent, able without effort to force the world to cater to his wishes. 

He is caught in a vicious circle. The more helpless he feels, the 
more he must compensate with fantasies of omnipotence. The 
more he claims omnipotence, the more aware he becomes of his 
actual helplessness. He vacillates from one extreme to the other 
—just as he first places his picture in a golden frame, then in a 
simple wooden one.* This ambivalence leads inevitably to hope- 
lessness and despair. 

The colors in John’s Verbal Self-Portrait echo his emotional 
state. The purple and red, and the tentative gold of the frame, 
illustrate his tendency toward self-glorification. His statement 
that “the colors would all be dark” shows his gloomy outlook for 
the present and the future. The “background”—the past whence 
he has come—is also in darkness. 

The other tests—though perhaps not quite so graphic—point to 
the identical set of dynamics. His Rorschach showed: “. . . two 
outstanding unrelated traits: high intellectual aspirations, and ob- 
session with sex. . . . He has developed his intellectual powers at 
the expense of his inner living . . . over-ambition . . . pervasive 


“He also alternates between wearing a mustache and being clean-shaven. 
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inferiority feeling . . . lack of true identification in his childhood 

. . full of resentment and aggressions . . . conflict between 
strength and weakness. . . great desire for strength . . . his main 
defense is passivity... .” 

As revealed by his handwriting analysis: “. . . his passions and 
emotions are very strong . . . perpetual feelings of guilt. . . 
feeling of hiding something . . . perhaps something childish or 
adolescent, as if the writer had not developed beyond the years of 
puberty . . . the intellect went far ahead . . . the writer is very 
passive and does not have the courage for action . . . he tries, 
however, to break through... .” 

His drawing tests indicated: “. . . over-dependent on mother 
. . . dammed up emotions . . . floating anxiety . . . longing for 
father . . . turning away from the future . . . marked homosexual 
tendencies. . . . He tries to impress as a strong and aggressive 
man, but he is weak, passive, withdrawn... .” 

John’s vacillation between the image of helplessness and that of 
superhuman strength was dramatically illustrated in the Single 
Circle Test (see the previous description of this test). To repre- 
sent himself, he drew a circle somewhat larger than the one on the 
paper, and then placed a dot next to it. “Like Hitler, as I have 
seen him in a cartoon,” he commented. “One lone man erying out 
against the world, defying the world.” In this simple way, John 
expresses the two trends which pull him in opposite directions. 
The entire world defies him, the puny dwarf. But he, the super- 
human being, opposes the entire world. 

Thus John’s Verbal Self-Portrait reveals the deep split in per- 
sonality of a 28-year-old man unable to channelize his aggressive 
forces constructively. There is a clash between his strong sadistic 
tendencies, as indicated by the self-castration, and the intense drive 
to play the noble, sensitive, passive aristocrat. He responds to 
this clash in two ways: On the more conscious level he wants the 
world to take care of him; on the unconscious level he endows him- 
self with superhuman power. 


The third patient, Charles, was 32 years old and unmarried. He 
complained of sexual, as well as general, inadequacy. “I put up a 
wall against everything. I am inhibited in all my actions. Sex- 
ually, I don’t have the same strong desire that other fellows have. 
I am afraid of getting married.” 
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When asked the test question, “If you were an accomplished 
artist, how would you paint yourself?” he answered promptly, “My 
clothes would be sports clothes. Brown jacket with orange checks. 
I would be looking quiet, placid. Sort of sad, I guess. With a sort 
of a smile around the eyes. I think I have a sense of humor, as a 
protective device.” 

“Could you say more?” I asked. 

“My hair would be as nice as I could make it. Put in a brown 
sweater and a brown and orange tie. Of course, I am thinking of a 
portrait from the waist up.” 

“Why?” 

“Avoiding where the sex organs are.” 

“Why?” 

“T guess I have no confidence there. Part of my fears, that re- 
gion. Feeling of inadequacy.” 

“Where would you be looking?” 

“T would be looking out of the picture—to the side. Not at the 
person who is looking at the picture. I don’t wish people to seru- 
tinize me.” 

“Where are your hands?” 

“T don’t see hands in the picture. Well, I guess I’d have one 
hand resting on the arm of the chair. The right hand is down, out 
of sight.” 

“How is the background?” 

“Sort of dark. Like the wall of a library, with the outline of a 
picture on it to break it up.” 

“A special picture?” 

“No.” 

“What would the color of the wall be?” 

“Dark. Brown, grey, tan—a mixture.” 

In the next session, when asked what he thought of his portrait, 
Charles remarked, “It shows no action that could be pinned down. 
Nothing that could give any indication of my thoughts or person- 
ality—take me from my looks and my clothes and assume that I 
am somebody. Protective device. Even in painting I put a mask 
on myself.” 

“Why did you choose these colors?” 

“Brown suits my complexion. Brown hair, brown eyes, ruddy 
complexion. Brown is a warm color.” 
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Three features dominate Charles’ Verbal Self-Portrait: over- 
emphasis on his clothes, omission of the lower half of his body, and 
reluctance to show his hands. Most striking, perhaps, is the prom- 
inent role he assigns to his clothes. He correctly interprets this 
as an attempt to divert attention from his inner self. It has been 
pointed out by Machover that individuals who draw “clothes-nar- 
cissistic” figures are infantile and egocentric. Only in a superficial 
way are they sociable and extraverted (to the extent that they 
need social approval), and they are not well-adjusted sexually.® 

These characteristics are evident in the clothes-narcissism of 
Charles’ portrait, and are also confirmed by other features in the 
portrait: The patient’s “infantile and egocentric” attitude and his 
effeminacy are further shown in the loving care he bestows on his 
hair. His superficial sociability is also brought out by the smiling 
expression on the face of the self-portrait. But his reluctance to 
expose his hands betrays his fear of contact with people, suggest- 
ing underlying sadism. The neatness of his clothes reveals his 
compulsive cleanliness and orderliness, as an expression of his 
submission to social codes. 

His sexual inadequacy is most clearly indicated by the omission 
of his sex organs. Homosexual tendencies are suggested by the 
way he sees himself looking out “to the side,” trying to avoid scru- 
tiny,* and by his concern with his “nice hair.” 

The darkness of the background symbolizes his depressing child- 
hood. The dark wall is relieved by only a single picture. Since 
Charles had been his father’s favorite, the one picture might well 
denote his father who had adorned the house with his paintings. 

The choice of colors, with brown predominating, brings to light 
his anal character structure, with its features of compulsiveness, 
sadism, and bisexuality. His use of the word “warmth” in char- 
acterizing this color is another indication of his surface social 
affability. 

Charles’ other tests coincided with the findings of his Verbal 
Self-Portrait, except that the Rorschach failed to bring out the 
strong underlying aggressive forces in this patient. According to 
his Rorschach, he showed: “Lack of vitality, of expansion and self- 
assertion... . Anxieties . . . depressive undertones . . . fear of 

*In an actual drawing of himself, made at the writer’s request, he tried hard to show 


his eyes as looking straight ahead but finally gave up the attempt. The eyes look defi- 
nitely to one side. 
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being hurt. . . . There are a number of homosexual trends, and the 
whole sexual area is, laden with anxiety and guilt feelings... . He 
is afraid of women as well as of men and avoids contact with both. 
. . . Frightened and insecure . . . very sensitive . . . he tries to 
abide by an accepted code. .. . His main defense is passivity... .” 

His handwriting analysis revealed: “Very tense . . . isolated 
from people because of inhibition and lack of flexibility. He tries 
hard, however, to break through. . . . Desire to dominate, although 
outwardly he is modest and inconspicuous. . . . His sexuality is 
strongly inhibited . . . very passive.” 

His drawing tests pointed up: “Fear of father whose threatening 
figure paralyzes him . . . overdependency on mother . . . some 
free-floating anxiety . . . somewhat of a ‘little boy’ attitude . 
castration fears . . . afraid of the future . . . compliant. . 
marked sexual inadequacy . . . passivity.” 

Charles’ Verbal Self-Portrait is that of a 32-year-old man with an 
anal character structure, who keeps his overaggressive anti-social 
impulses under rigid control by overcompliance in his dealings with 
people. Sexual maladjustment and passivity are brought out in 
all the tests. His underlying aggressiveness, particularly evident 
in the handwriting analysis and the person-drawing, can also be 
inferred from the Verbal Self-Portrait. In addition, the Verbal 
Self-Portrait discloses the patient’s relatively good insight into 
his passivity and his tendency to hide behind a facade. 


The fourth patient, Helen, was a 28-year-old unmarried woman. 
She complained mainly of her difficulties in her relationships with 
men, with whom she felt in competition. “I am to marry soon, but 
I am afraid of it,” she said. “I hate men. My menstruation is ir- 
regular. I have attacks of depression.” 

When asked, “If you were an accomplished artist, how would you 


paint yourself?” she became evasive. “How do you mean?” she 
said. 


“For instance, in what position would you paint yourself?” 


“T would not care about any position. Who would, anyway? I 
can’t think of anybody who would.” 


“But suppose you did paint yourself?” I urged. 
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With great reluctance, she said, “All right. Small face with hol- 
lows in the cheeks. Thin and young.”* 

“Wouldn’t you paint a body?” 

“T don’t care.” 

“Would the figure be dressed or in the nude?” 

“T don’t care one way or the other.” 

“What colors are in the painting?” 

“T don’t know.” 

“What about the eyes?” 

The patient suddenly beamed. “Open—lI am glad that I can give 
you at least one positive answer. I’d like my eyes focused on some- 
thing. It does not matter on what. But why did you not ask, ‘How 
would you symbolize yourself?’ ” 

“All right then—how would you ‘symbolize’ yourself?” 

Helen’s attitude changed at once. In contrast to her former re- 
luctance, she now spoke rapidly, “It would be a montage of cross- 
word puzzles, eryptograms, double-crostics, mystery books, spa- 
ghetti, Chinese food, and jokes. There should be a little puppy 
some place.” She paused a moment, then added with a shock, “T 
am not in it at all! This is a complete escape.” 

Obviously this patient does not want to be herself, nor see her- 
self as she is. Consequently, she cannot integrate her impressions 
of herself. Fearful of rejection, and yet desirous of being the cen- 
ter of attention, she chooses a montage. In this way she can hide 
behind symbols and remain an interesting riddle. 

Her idea that there should be a little puppy somewhere shows 
her desire to remain a child herself—not to grow old. A playful 
attitude pervades the whole portrait. She does not wish to be 
taken too seriously. 

Similar conclusions were arrived at in the other tests. Her Ror- 
schach showed: “. . . uncertainty about her role in life. This prob- 
lem makes her behave ‘like an ostrich’ putting the head into the 
sand in order not to have to face the issue or to be forced to make 
a decision . . . reluctance against introspection, a fear of what she 
might discover within herself . . . outspoken sense of humor helps 
her to cope with life. . . . She is afraid of losing her ‘full-blooded 
youth.’.. .” 


*The patient has a big round face and radiant eyes. It so happens that an attractive 
appearance is of primary importance in her profession. 
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Her handwriting analysis revealed that: “. . . the mere idea of 
changes would cause strong fears and anxieties in her and give her 
the feeling of being lost . . . she shies away from any difficult sit-. 
uation, entanglement, or friction . . . her physical drives may have 
been reduced. She is afraid to talk or even think of them... .” 

In Helen’s drawing tests there were: “. . . morbid dependency 

. . uncertainty about her role as a woman: She represents her- 
self, on the one hand, as a little girl and a protected wife; on the 
other hand, as standing in the foreground, a protector of the fam- 
ily. . . . She allows herself a body only when in the role of a pro- 
tected little girl or a wife, but not in the state of hostility where 
she cuts herself off from her instinctual drives. . . .” 

By using the Verbal Self-Portrait Test, it was possible to under- 
stand the structure of Helen’s personality in far less time than 
with the other tests. While each test focused on a different aspect, 
all of them arrived at basically the same results. 


* * * 


SeuLF-Portraits or Non-PatieNnts 

To illustrate the general usefulness of the Verbal Self-Portrait 
Test, portraits by three non-patients are given here briefly. The 
first is that of a woman psychoanalyst. Foreign born, she is a 
widow in her mid-fifties. She was formerly well off but is now 
faced with the problem of building a new life in this country. Out- 
wardly she has a cheerful and positive attitude toward the world. 
However, her Verbal Self-Portrait uncovered a different picture. 

Like the others, she was asked, “If you were an accomplished 
artist, how would you paint yourself?” 

Without the slightest hesitation, she answered, “I would be in 
an elegant black lace dress, sitting in a chair.” As she proceeded 
to fill in the details, she kept gesturing toward the left with her left 
hand. “Here I would have a Louis XV couch. It would be cov- 
ered with silken fabrics in wonderful colors. You could relax and 
lose yourself in it. On the wall there would be pictures of people. 
And here there would be a beautiful winter garden.” 

When asked to describe what was on the right side of the picture, 
she seemed taken aback. “Nothing at all is there,” she exclaimed. 
“Just emptiness.” 

Obviously all the beautiful things pointed out by the subject be- 
longed to her past. She was completely unaware of the fact that 
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she had placed everything to her left—the side which symbolizes 
the past. This indicated her hidden fear of the future, and might 
also include fear of old age. It is a clue to her real outlook on life. 

In dreams and other manifestations of the unconscious, the past 
is denoted by the left; the future by the right. This subject yearns 
for the past where she led a rich and fulfilled life. The future 
holds no promise for her and she cannot face it. Thus her Verbal 
Self-Portrait reveals her underlying hopelessness. 

* * * 


The next two portraits are of old people. They are presented 
for the purpose of examining the influence of aging on the psycho- 
somatic pattern, in the hope of throwing some light on the relation 
of age to body image.* 

The first, a housewife 77 years old, was asked, “If you were an 
accomplished artist, how would you paint yourself?” 

“Tn profile,” she replied. 

“Why?” 

“Because ny nose looks better if painted in profile.” 

“What else would you say about it?” 

“T don’t know. Only that he ought to make me look pretty.” 

“Where would you be looking?” 

“Straight ahead. Mouth open. Smiling.” 

“Ts it a full-length portrait?” 

“No. Only down to the waist.” 

“Are there colors in the painting?” 

“The cheeks have a touch of pink.” 

“How are you dressed?” 

“Tn black, with white trimming. And a brooch.” 

“Do your hands appear in the painting?” 

“No, I don’t think so.” 

“What is the background like?” 

“Bright.” 

“Are you sitting or standing?” 

“T’d rather be standing. My figure looks better that way.” 

Judging from this one portrait, it would seem that old age does 
not necessarily change a person’s basic attitudes toward life and 
toward himself. This woman displays a vanity that is disarming 
in its naiveté. The white trimming on her dress shows her desire 


*The relationship between personality testing and age is touched on by Murphy. 
(Ref. 6.) 
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to look “pretty.” Thus dignity is mitigated by cheerfulness. The 
fact that her hands are missing points to contemplativeness. She 
would rather let things happen than act herself. 

The brightness of the background suggests a full life. This is in 
keeping with her cheerful, well-balanced mood. Finally, it is sig- 
nificant that she paints herself down to the waist only, her sex or- 
gans having lost the importance of her fertile years. 


When an 85-year-old scientist was asked, “If you were an accom- 
plished artist, how would you paint yourself,” he remarked, “The 
apperception is quite slow. I do not understand what you mean.” 

The question was repeated. This time he said, “Probably so 
that it would look characteristic. Do you mean in what posture? 
Let me say—as a bust. I am thinking that because there exists a 
good bust-portrait of my father.” 

“How, then, would you paint yourself?” 

“T do not quite understand as yet. Do you mean a purely artis- 
tic picture, or from an egotistic standpoint?” 

“Whichever you like.” 

“T believe I have acquired at my age a more outspoken expres- 
sion. That is what one likes to have. I shall look up what Goethe 
has thought about it—I always have been very dependent upon 
other people.” 

“But how would you paint yourself?” 

“T’d like to look like somebody. It shall be the head of a scientist. 
After all, 1 have devoted all my life to science and I have had a 
little suecess in it.” 

After about two minutes of silence he said, “Another thing—I 
do not want to look insignificant. I have quite a nice head.” 

“You want only the head to be painted?” 

“Yes.” 

“Where would you be looking?” 

“Not far away, and not too near. As if I were in animated dis- 
cussion with somebody.” 

“Would you paint yourself at your present age?” 

“Yes.” 

This venerable gentleman’s Verbal Self-Portrait reveals the 
presence of a conflict unresolved since his youth. He is still torn 
between emulating his father and a desire to be recognized for him- 
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self. First he wants to do a bust of himself because there hap- 
pens to be one of his father. Then he wants to do only his head— 
“the head of a scientist.” 

He wants to look “like somebody,” for he has acquired at his age 
“a more outspoken expression.” His looking neither far out in the 
distance nor very close is perhaps due to his inability to resolve 
his conflict. His preoccupation with science and his need for pres- 
tige are very much in the foreground. He is only concerned with 
his “nice head,” indicating that he is vain about his mental achieve- 
ments. Sexuality has lost its meaning. 

This Verbal Self-Portrait clearly shows several signs of old age: 
the slow tempo of his responses, the paucity of his answers, and his 
one-track mind. As a result, the portrait is rather incomplete and 
entirely impersonal. 

The handwriting analysis yielded the following confirmation: 
. . a certain lack of clarity and firmness . . . general rigidity 
and inflexibility which make the writer stubbornly cling to small 
ideas and habits . . . tendency to adhere to conventional formalism 
of holding up prestige and authority . . . pedantic attitude . . . 
dissatisfaction and frustration . . . irritability, suspicion . . . per- 
fectionism . . . feeling of not being understood. . . . He wants 


the feeling of independence to which he was used. . . .” 
* * * 


7) 


To review briefly the technique involved in giving the Verbal 
Self-Portrait Test, the patient is encouraged to be as spontaneous 
as possible. If, however, he does not readily supply the details 
himself, the following specific questions are asked, each of which 
has its own symbolic meaning: 

Would you paint your whole figure? If not, which parts? Where 
are your hands? Your feet? Position of your body? Expression 
on your face? How old are you in the portrait? Where would you 
be looking? Is there any light in the painting? What colors are 
there? How is the background? Size of the painting? Kind of 
frame? Are there any other people in the picture?* Or animals? 
Or objects?—These questions should of course be adapted to the 
individual situation. 

In conclusion, the Verbal Self-Portrait Test brings to light im- 
portant features of the personality. In other tests the subject re- 
veals himself to the examiner but may himself remain unaware of 


*A young married woman put her mother into the picture, but not her husband. 
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what he is revealing. In the Verbal Self-Portrait Test, however, 
the subject, by molding and verbalizing his body image, thus sym- 
bolizing his present self, is forced into a greater awareness of him- 
self. This acting-out process has the effect of releasing tension 
and inhibition. As an aftereffect, the test often sets in motion 
unconscious processes which lead to further “spontaneous” in- 
sights. In these ways the Verbal Self-Portrait Test serves as a 
valuable aid in therapy. 


* * * 


(Note: The third and last paper in this series will deal with the 
problem of “The Relation Between Anxiety and Blurring of the 
Ego-World-Boundary, as Reflected in the Verbal Self-Portrait 
Test.”) 


4 Fast 95th Street 
New York 28, N. Y. 
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THE USE OF DREAM INTERPRETATION IN GROUP PSYCHOTHERAPY 
IN A STATE HOSPITAL 


BY GERDA WILLNER, M. D. 


Part I 


In this paper, the writer will attempt to show that dream inter- 
pretation can be of value in group psychotherapy for mentally ill 
patients in a state hospital. 

Dreams and their interpretation are important in the evaluation 
and treatment of both neurotic and psychotic individuals. The psy- 
choneurotic patient still clings to his sense of reality, and a dream 
for him remains part of that strange life that has its claim on him 
only while his body is asleep. The psychotic patient very often 
loses his sense of reality and lives in a world of fantasy until he 
becomes unable to distinguish between reality and dream life. His 
dreams are often interwoven with his delusional ideas. Hallucina- 
tions and nightmares reach out for him from his dreams into his 
waking hours, claiming more and more of him. As long as the pa- 


tient still clings to some shred of reality, there is still hope that psy- 
chotherapy will influence him favorably and will win him back to 
mental health. Once he succumbs entirely to dream life, he will be 
unable to benefit from individual, as well as from group, psycho- 
therapy. His dreams have ceased to be just dreams, and he will 
retire to the ivory tower of his fantasies and remain a prisoner of 
his own dreams. 


Dreams are of great importance for mentally healthy and sick 
individuals alike; and, throughout the centuries, various cultures 
have attempted to interpret dream content. For ages, there were 
doubts as to the meaning and significance of dreams, and people 
wavered as to whether to consider dreams as something good or 
bad, rational or irrational, constructive or destructive. However, 
they all seemed to agree that dreams did convey important mes- 
sages to the dreamer. 

Freud was the first man in modern medical science to stress the 
importance of dreams, and he used their interpretation as an im- 
portant means in the treatment of neurotic patients. 

The Swedish psychoanalyst, Paul Bjerre, pointed out for the 
first time, the constructive forces in dreams which are at work in 
neurotic and psychotic patients alike. 
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Fromm in his book, The Forgotten Language, has shown that 
dreams can teach us how to communicate with ourselves and so 
gain better understanding of ourselves and our fellowmen. He put 
the following quotation from the Talmud at the head of the book: 
“A dream which is not understood, is like a letter which is not 
opened.” 

Fromm-Reichmann stresses the importance of dream interpre- 
tation and its application in the treatment of psychotic patients. 
At the same time, however, she issues the following warning: “The 
psychiatrist’s attitude towards the dreams of patients should be 
determined by the patient’s therapeutic needs i. e. by the realiza- 
tion that the therapist’s obligations toward the patients are those 
of a physician and not those of an expert in dream interpretation in 
its own right.” 

The question arises as to what kind of dreams lend themselves 
best for interpretative purposes and as to what particular signifi- 
cance they have for the understanding of the patient’s problem. 

a. A dream often presents the patient’s conflict “in a nutshell.” 
In this way it provides for a better understanding of the patient’s 
basic problem, and the patient and therapist get a glimpse of what 
is going on in the patient’s unconscious. 

b. Dreams will confront the patient with his basic conflict and 
will show him a way out of his present difficulties. 

ce. Dreams will often foretell the patient’s impending recovery 
or relapse—often preceding an acute episode of excitement or 
marking the end of a catatonic episode, reflecting the memories of 
impressions received during the acute phase of the mental illness. 

d. Dreams will show us the patient’s hopes and wishes, fears 
and anxieties, frustrations and disappointments, and will also point 
out to the therapist which way it would be possible to help the pa- 
tient recover more speedily. 

e. Dreams will recall forgotten events of the past and give the 
patient a chance to re-live and abreact past traumatic events. 

f. Only in severely psychotic patients does the dream represent 
a destructive force, drawing the patient closer into the abyss of 
lasting mental doom. 

Since interpretation of dreams became a favorite topic in the 
writer’s group therapy discussions, the idea occurred to her to let 
the patients bring up their dream material in front of the group 
and submit it to general discussion and constructive criticism. The 
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patients were encouraged to use only very simple everyday 
language. 

This particular group consisted mostly of paranoid schizo- 
phrenics, manic-depressive cases in the free interval period, and 
convalescent catatonics, with a few psychoneurotics and alcoholics. 
All were patients at Central Islip (N. Y.) State Hospital. 

After a brief introductory lecture to the patients on the meaning 
of dreams in general, a few samples from Fromm’s The Forgotten 
Language were read to give an idea of what kind of messages could 
be conveyed by dreams. Since the therapist was well aware of 
the fact that the unskilled use of dream interpretation could hurt 
the patients more than help them, only the most widely-known 
dream symbols were discussed. Sexual implications were almost 
entirely omitted; and, only when the patients spontaneously asked 
for explanations, would the therapist make a few careful remarks. 
The symbolic language of fairy tales was pointed out to the pa- 
tients, and a few of the more intelligent ones had no trouble at all 
in interpreting the awakening of Sleeping Beauty, and the sad ex- 
perience of Little Red Riding Hood. The meaning of dreams deal- 
ing with trains, boats and airplanes was well understood by the 
patients, and a good number associated distinct emotions with the 
appearance of fire, water, thunderstorms and earthquakes, in their 
dreams. The importance of being acquainted with the person’s life 
history, temperamental make-up and events preceding the dream 
under discussion, was pointed out to the patients. 

The dreams most frequently presented by the members of this 
particular group were of the wish-fulfilling type, while other 
dreams were pure expressions of anxiety and recognized as such 
by the patients themselves. They were described in most dramatic 
fashion (e. g., Sara’s dream in the following). The more colorful 
the presentations, the more did the dreams stimulate the group 
members to search their own minds for similar experiences. They 
soon changed their roles from being merely passive listeners to 
being very active participants in the general discussion. 

Rather often a very dull-appearing individual would offer a sur- 
prisingly vivid dream, drawing attention to the fact that this pa- 
tient was still living a rich, inner life and thus pointing to the pos- 
sibility of improvement or cure through intensive individual psy- 
chotherapy. 
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Part II 


In this rather intelligent group the discussion of dreams came 
about naturally and spontaneously and it seems best here to give a 
brief selective report of two sessions dealing with the topic of 
dreams. No attempt was made to go into details, thus avoiding 
interference with the spontaneity of the group. Directed therapeu- 
tic efforts were made in individual psychotherapeutic interviews 
succeeding the group sessions. 

SEVERAL GROUP MEMBERS: Let’s talk about dreams today. When 
do we dream and why do we dream? 

Anna A.: We dream when we think of something we did all day 
long and then we have to go to sleep; but we liked to do it so much 
that we cannot stop and we continue doing it during the night. 

Repa L.: I dreamt of a Red Cross nurse tonight, a uniform, a 
cape—I would like to do something helpful like the Red Cross 
nurses although I do not like nurses particularly. But I sure 
would look good in this uniform. 

Bertua D.: Is it your unconscious mind that does your wishing 
for you at night? 

Rostyn G.: I do not quite understand you, Bertha. Sometimes 
your unconscious mind does not seem to make sense. 

Bertua D.: (Looks confused and turns to the therapist for help.) 

Txerapist: But it does make sense, Roslyn. If you know more 
about the dreamer’s life history and personality the dream will 
make sense to you. 

Anna A.: Listen, doctor, I had a dream that makes sense. I 
dreamt that I was in a great big street with high houses and the 
walls were crushing together on me . . . I almost got killed and 
there was no escape. 

Muriet 8.: I bet vou were a patient in this hospital at the time 
you dreamt this. The walls crushing in on you were hospital walls. 

Awnwa A.: Yes, yes, but I had all sorts of trouble then and I could 
not get out of it, if you know what I mean. 

ApriANNE C.: I think that dreams can foretell the future, doctor. 
My sister died when she was eight years old. A few weeks before 
she died she dreamt that the Lord was standing in front of her, 
holding His arms outstretched for her and she walked into His 
arms. Nobody knew that she was sick. Could it have been that 
she had a premonition of her death? 
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Awnwa A.: Yes, I too heard about such a dream, Adrianne. My 
grandmother was a very lively woman, she went everywhere and 
yet, one day, she dreamt that she was going to die, and she had a 
stroke the next day. 

Apriannye C.: That is just like with my sister. I think that they 
knew somehow that they were sick but did not want to admit it or 
something of that sort. Please explain it to us, doctor! 

TxHerapist: Adrianne is right, ladies. Sometimes we are sick 
and will not admit it to ourselves. We are afraid and behave like 
the big bird that sticks his head in the sand when danger comes, 
pretending not to see it. During your waking hours, the noises of 
the day will make you deaf to the inner voice that foretells trouble. 
You will be diverted from experiencing slight pain and discomfort. 
But at night when everything is quiet, this inner voice speaks to 
you in your dreams. All you have to do is to listen to this com- 
munication with yourself. Do you understand this? (Adrianne and 
several other group members nod their heads in affirmation.) 

Sytvia P.: I like my dreams much better. I dreamt of a girl 
with long blond curls (patient has short black stringy hair) and 
she went to a nice party and she had a nice dinner and a lot of boy 
friends. 

Minnis K.: This sounds just like a fairy tale; all your wishes 
come true. 

Bernice G.: What does this mean, doctor? I dreamt about my 
mother-in-law and she gave me a key. I don’t know what kind of 
key it was or what I was to do with it but I knew she meant well 
and I was very happy. 

Minniz K.: Oh I know, Bernice, what it is all about, the key 
means freedom. You want to get out of here, don’t you, and your 
mother-in-law was trying to help you get home. 

Awna A.: (Excitedly) Doctor, I want to tell you about a dream. 
I too dreamt about keys. Now listen! The night after you had 
told me I could get out of here if I went in family care, I dreamt 
that I was locked up in a big room with a big door and you gave me 
a key. I opened the door and behind it there was another door 
which I unlocked and then there was another one and another one, 
all locked, and I kept unlocking them all night long and I did not get 
anywhere. I was wet with perspiration when I woke up and I 
thought that I would be better off if I stayed here in the hospital. 
I’m afraid of people. 
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Terapist: You are very wise, Anna, and I think you made the 
right decision for the time being: Don’t you think so, ladies? 

Hipa R.: I dreamt the other day that you released me, doctor, 
but when I came home I found everything changed. The lights 
were on all the time, the rooms were larger than ever before, and 
the telephone would not stop ringing. The streets were noisy and 
crowded and I was afraid to answer the phone and to stay in the 
house. 

Aprianne C.: I like to get telephone calls, don’t you Hilda? 

Hirpa R.: No, I did not like to answer the telephone calls all day 
long. All these people inquiring about me and not leaving me alone 
for one minute. Then there was bells ringing all the time, but they 
sounded nice. 

Ame.ia §.: What sort of bells, Hilda? 

Hixpa R.: Church bells. 

Ame ia S.: You mean to say that if the telephone rang it both- 
ered you but when the church bells rang it sounded nice? Did the 
church bells give you new hope? 

Hixpa R.: Yes, and I would like to go home soon, doctor. 

THeERaApPistT: You will go home one of these days, Hilda, but not 
right away. Sometime in the near future when the noises won’t 
bother you so much. 

AprIANNE C.: I too wanted to get out of here very badly; and 
listen what I dreamt. I dreamt that one of the attendants took a 
whole bunch of patients in her own home. She gave us one little 
room to live in, and we had a lot of trouble there. I always said 
that all I wanted was one little room to live in and I would be 
happy. 

THeEraPist: Perhaps the dream meant to tell you that it would 
not be desirable for you to leave and be entirely on your own. You 
would miss the security of this life here in the hospital, and you 
would surely miss your friends. 

ApriANNE C.: Yes, doctor, I think I ought to stay here until my 
father is ready to take me in his home (the patient’s father has 
made no effort to take her home). 

Barsara D.: Are you afraid of something, Adrianne? I have 
lots of seary dreams. Sometimes I see the danger long before it 
really happens, in my dreams. 

Syivia P.: Are dreams sort of visions, doctor? 
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THerapist: You might just as well call them visions of the soul, 
as the ancients did. They thought that the soul was leaving the 
body of the sleeper and actually experienced all the things he was 
dreaming about. Some primitive tribes are still afraid to wake 
the sleeper, believing that they might frighten the soul and prevent 
it from returning to the body. 

Some of the patients are not quite capable of interpreting their 
dreams, and often the entire group is puzzled. This is the time 
for the therapist to come to their rescue. 

Guapys P.: (She is a schizophrenic who is very handy in making 
paper hats for the patients’ masquerades.) She had the following 
dream: I was trying to block my new paper hats, and I used two 
black cylinders as tools. I never used such things before but in 
my dream I took those dises and I tried to get them to fit together. 
I tried very hard but they did not fit. I knew that if I tried hard 
enough I would eventually succeed, but the thing proved too diffi- 
cult forme. I almost cried and when I woke up I felt so bad. What 
do you make of that, doctor? 

Tuerapist: Did you perhaps try to solve a difficult problem 
lately, Gladys? 

Giapys P.: I have many problems. 

Tuerapist: Have you solved any of them successfully? 

Guapys P.: No, I don’t think I have. I see that I tried to do 
something in my dream which I could not do so well during the 
daytime. 

TxHerapist: Could it be that the cylinders or dises you needed 
for your hats were just symbols of the problems that you tried to 
solve? (Gladys nods her head in agreement.) 

Grace McC.: We dream during the day too, don’t we? We have 
daydreams whenever we are dissatisfied with our fate—to make up 
for painful events, I guess. 

Syivia P.: For that I dream about going to parties all the time. 
I not only dream about parties but I think about them all the time. 
One does not have to go to sleep in order to wish for something. 

Grace McC.: I often have a feeling that I am sinking or falling. 
I wonder why, because I try so hard to reassure myself. 

Repa L.: Do you feel so insecure, Grace? 

Grace McC.: I most certainly do. I had so many difficulties with 
my boss but now I am here and I should not have those dreams any 
more. 
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Rostyn G.: If you dream of falling and hitting the bottom, does 
that mean to die? 


Minnie K.: You guessed it. I was thinking of that all the time 
but I did not want to say it. I felt that I would be considered as 
too pessimistic if I said something like that. 

Bertua D.: If you think of falling, could that mean escape? 

Repa L.: It could meaning letting go—letting yourself go—giv- 
ing up. Isn’t that true, doctor? 

Anna A.: And if you’re dreaming of going up, isn’t that an ex- 
pression of having faith and confidence? 

Reva L.: And also of trying to reach a goal. By the way, L 
dreamt about somebody going down a ladder. She is one of my 
relatives, a nurse, a very condescending person . . . nobody liked 
her. 

Tuerapist: Did you say condescending, Reda? In your dream 
you said she was going down the ladder . . . descending. . . don’t 


you see the connection between the descending person and being 
condescending ? 


Repa L.: That’s strange. I think you are right, doctor. I have 
often thought of becoming a nurse myself but I never liked that 
one that I dreamt about. 


Anna A.: You spoke about going up, doctor. I dreamt that I 
was flying but I did not enjoy it. I must have been in an airplane 
but there was a lot of noise going on . . . motor noise and smoke 
and it looked like an explosion and fire. I woke up and I was 
pretty frightened. 

Repa L.: You had a lot of anxiety, Anna, just like you had when 
you went up the Statue of Liberty (she is referring to one of 
Anna’s previously brought-up descriptions of another anxiety 
state). You are in trouble aren’t you, Anna? 

Awna A.: Oh no, everything is fine and I am feeling all right, 
but I often dream about accidents and become frightened, but only 
at night. 

Curist1InE W.: Speaking of being frightened. . . I got fright- 
ened last night when I dreamt that I wanted to reach for a bottle 
of milk and I could not get it. Whenever I tried to grab it, the 
bottle moved away from me. 


TxerapPist: What does a bottle of milk make you think of? 
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CurisTing W.: It tastes so nice. Ever since I was a child, I 
liked to drink a glass of milk with every meal, and my mother made 
me drink plenty of milk. 

Repa L.: Are you longing for your mother? 

Curisting W.: I should say so, Reda! But my mother is dead 
and if she was alive I surely would not be in here; I would have a 
place to go home to. 

Reva L.: You were longing for your mother, that’s why you 
dreamt of the milk. You remind me of a baby who cries for the 
bottle. 

Rostyn G.: I once dreamt that I was on a merry-go-round, and 
it went faster and faster and nobody could make it stop. My head 
was hurting and my heart was beating terribly fast, and I screamed 
until I woke up. 

Syzvia P.: I once had a nightmare too. Somebody was running 
after me, and I was choking and panting and could not run any 
more. I felt terrible, and I fell and they caught up with me, and I 
thought I was going to die; yet when I did wake up finally, I real- 
ized that I had nothing to fear. 

(This is a most dramatic description of an anxiety dream given 
by a young paranoid schizophrenic. This dream is inseparable 
from her paranoid delusions centering about an aunt to whom she 
ascribed a strange and evil influence on her, starting in her child- 
hood and still haunting her in her dreams and fantasies.) 

Sara 8.: I had the following dream last night. It was almost 3 
a. m., I had not been able to sleep. My head went round constantly 
and it seemed inconceivable to me, the long chain of events—pins 
and needles in my head—after having had that dream everything 
is beginning to fit into place. I’m still trembling. How is it that I 
am still on my feet; this was only a dream after all. As a child, 
when we visited that house, she would stand as big as life at the 
head of the dining room table and speak to me, the way she spoke 
to me last night. I did not understand what she was saying but 
there was something about her that upset me. Her eyes pierced 
right through me and I could not take my eyes off her mouth. As 
she looked at me and spoke, she seemed to be taking the very 
breath out of my mouth. I could feel my face get small as a penny, 
and it was hard to breathe. She seemed to draw the very life out 
of me. She was monstrous and ruthless. 
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Tuerapist: But, Sara, after all, that was only a dream. 


Sara S.: There is a big spiritual connection which is so difficult 
to believe—of hatred—I cannot express that. I think she hated my 
mother—she hates me. I saw her face in my dream, so dirty look- 
ing. I saw snakes and worms when I looked at her. Two days 
before my mother died, I called her to come and help me; she al- 
ways seemed so capable. She knew what to do with the oxygen 
tank for my mother until the nurse arrived—oh what a cold brazen 
animal ! 

Txerarist: Was that an actual experience or just a dream, Sara? 

Sara 8.: I don’t know for sure, doctor, but there was a sharp 
pain from the top of my head to the septum of my nose. 

(Here, the patient started crying and was unable to continue. 
Several patients tried to comfort her, but she had to be taken to 
another room. This particular patient seemed to have benefited 
greatly from just being able to speak about the dream. She made 
rapid progress and could be released from the hospital about one 
month after this session. ) 


ApriANnNE C.: I too had a terrible dream the other night; it fright- 


ened me very much. I saw a rat and I wanted to run away but the 
rat jumped at me and was clawing at my neck; I could not get rid 
of it. I know what it means, doctor, it means that people are al- 
ways nagging at me and chasing me around, and sometimes I am 
seared. 


Anna A.: Oh, I’m afraid so very often in my dreams. The other 
night I was floating on water but it was not nice at all. I was 
frightened. 

SEverAL Group Memsers: What were you frightened of? 

Awwa A.: I was thinking of my husband . . . I’m frightened of 
him . . . some danger ahead. The other night I dreamt I went 
with him to a Chinese restaurant and had supper with him. I 
wanted a nice dish of spaghetti but he said, “Don’t eat it, Anna, 
it’s too starchy for you”; he’s always spoiling my fun. 

Ame tia §.: When you were dreaming about floating in that wa- 
ter, was your husband around, Anna? 

Awna A.: Oh no, he wasn’t, but a fortune teller has warned me 
that there is some danger ahead. Water can be danger sometimes. 


I feel I should not return to my husband. He is a Danger for me 
and he spoils my fun. 
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Baxrsara D.: Speaking of danger—I had a dream once that I hate 
to talk about, but it is still haunting me. I was driving around in 
my old Ford. . . it’s a wreck of acar . . . I was going to sort of a 
waterfront place and it was quite dark and marshy. It was the 
time of the high tide and it was quite stormy. My eldest daughter 
got out of the car and ran through the marsh into the ocean. I 
saw her drowning, but I could not do anything for her. I screamed 
for help and ran toward one of the houses to get some help. There 
was a big party going on, and nobody paid any attention to me. I 
felt that it was all hopeless and I knew that I had to get out. It 
was a terrible dream and I woke up with a splitting headache. 

Anna A.: Oh I know what it means. May I say it, doctor? Bar- 
bara is in trouble and needs help. 

Barpara D.: I don’t need no help from anybody. You are just 
trying to make friends with me now, but you were nasty to me 
before. 

THerapist: Anna meant well, Barbara. Don’t you think people 
sometimes need other people’s help and guidance to get out of 
trouble? 

Barpara D.: You are right, doctor, but if you want to help me, 
then get me out of here. 

Anna A.: I know it’s getting late and I talked too much today 
but may I tell you just one more dream? 

THeraPist: Go ahead, Anna. 

Anna A.: I dreamt that I was flying around way up in the air 
and I was a little frightened. I called to my mother and I said, 
“Look momma what I can do.” 

THeErapPist: Why did you call your mother, Anna? 

Awwa A.: I wanted her to see what I could do and to make her 
like me better. 

Barzara D.: Didn’t your mother like you? 

Anna A.: No, she didn’t. When I was sick with pneumonia, she 
didn’t even come to visit me in the hospital. 

CarMEN Q.: I don’t want to keep you too long, but I would like 
to know what it means if one dreams that one is going blind. 

Tuerapist: What does it mean to you? 

Ametia S.: She was afraid of something. 

CarMEN Q.: Yes I was, and I was afraid I could not open my 
eyes. 
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Ame ta §.: She was afraid to see something, some danger maybe. 

TueEraPist: Sometimes people go blind after having seen some 
terrible sight. Sometimes people do not want to face certain prob- 
lems. 

CarMeEN O.: Yes, I think I know what I didn’t want to see. I 
had plenty of trouble at home, but I’m well now. I know that I 
can face it now. The dream happened to me a long time ago when 
I was still sick. Now I feel strong and I have not dreamt of going 
blind for a long, long time. 


Part III 


In conclusion the writer wants to note briefly the following types 
of dreams in this group of patients. 

a. Anxiety dreams, having the roots of anxiety, not only in the 
past but in the present situation. (Anna’s dream about walls clos- 
ing in on her, about doors too numerous to be unlocked, about float- 
ing on water to escape some danger, about flying high in the air 
in order to elevate herself over her mother; Barbara’s dream about 
the drowning of her daughter; Carmen’s fear of going blind; 
Hilda’s fear of returning to her noisy home and finding everything 
changed; Roslyn’s fear of riding on the merry-go-round. ) 

b. Some dreams, accompanied by marked feelings of anxiety, 
that contain the patient’s basic conflict and delusional ideas. (Sara’s 
dream about her aunt, which is interwoven with her paranoid de- 
lusions; Adrianne’s dream in which the rat symbolizes people who 
were chasing her around and nagging her; Barbara’s inability to 
help her daughter and to get help from people when she needed it 
most; Gladys’ inability to fit the two discs together, which sym- 
bolizes her inability to make decisions and resolve conflicts suc- 
cessfully. ) 

ce. Dreams with feelings of insecurity and dependency. (Hilda’s, 
Anna’s and Adrianne’s dreams which warned them against leaving 
the hospital prematurely.) 

d. Wish dreams. (Sylvia’s dream of parties and boy friends; 
Reda’s dream of wearing a nurse’s uniform.) 


e. Dreams of wish and hope for recovery. (Bernice’s dream of 
her mother-in-law giving her a key to freedom. ) 





240 DREAM INTERPRETATION IN GROUP PSYCHOTHERAPY 


f. A few dreams of prophetic content. (Anna’s dream about 
her grandmother and Adrianne telling of her sister’s dream of im- 
pending death.) 

Some dreams were especially adapted for the pointing out of 
the mechanism of symbolism, such as Christine’s dream about 
longing for the bottle of milk which meant her mother’s love and 
security to her; and Reda’s dream of the condescending nurse who 
was actually descending a ladder in the dream, and for whom the 
patient felt hatred and envy at the same time. 

There was no immediate or dramatic improvement noticeable in 
the participants in this group, and yet, it was felt that dream in- 
terpretation was of definite therapeutic value. It helped to point 
out to the patients and therapist, the constructive and destructive 
forces at work in the particular patient. It gave leads as to the 
choice of therapy the patient needed: for instance, treatment to 
give more security and emotional support in order to increase self- 
confidence; the starting of shock therapy in patients with acute 
hallucinations and delusional and compulsive ideas; aid in solving 
immediate pressing problems and conflicts; and, finally, selection 
of the right kind of occupational therapy. : 

In addition, the group members were stimulated to active par- 
ticipation. The dramatic presentation of the dream itself consti- 
tutes emotional catharsis, and as such, is of immediate and un- 
deniable therapeutic value. 


SUMMARY 


The importance of dream interpretation for the neurotic, psy- 
choneurotic and psychotic patient is discussed. A short survey is 
given of historical facts about dream interpretation, and its ap- 
plication in the therapeutic situation. 

The importance of particular dreams for the individual patient 
is stressed. a. Dreams often present the patient’s problem in a 
nutshell. b. Dreams may confront the patient with his basic con- 
flict. c. Dreams may foretell the impending recovery or relapse. 
d. Dreams express the patient’s hopes and wishes, fears and anx- 
ieties, frustrations and disappointments, and give a hint as to the 
choice of proper therapy. e. Dreams constitute emotional carthar- 
sis. f. In some psychotic patients, dreams will reveal destructive 
forees and warn the therapist to be very cautious in dealing with 
the patient. 
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The Handling of dream material by the group is described, with 
notes on introductory lectures and technical aspects. 

Stenographic reports of two actual group sessions are given. 

The kinds of dreams most frequently brought up by members of 
this group are enumerated; and the therapeutic aims are outlined. 


Central Islip State Hospital 
Central Islip, N. Y. 
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ALCOHOLISM AND ANTI-SOCIAL BEHAVIOR 


Statistical Analysis 


BY EMIL GUENTHER WINKLER, M. D., MAX WEISSMAN, M. D., AND 
GLADYS McDERMAID, M. D. 


The relation between alcoholism and criminality has been dis- 
cussed in psychiatric papers on numerous occasions. In the pres- 
ent writers’ opinion, the cause-and-effect relationship has been 
overestimated in the literature on this subject. The earlier reports 
seem to suggest that alcohol is a responsible factor in upwards of 
60 per cent of all criminal cases. Recent contributions to this sub- 
ject (Hirsh’) have stated that many crimes are committed under 
the influence of alcohol, but that most excessive drinkers and al- 
coholics—in spite of intoxication—live out their lives without ever 
violating more than social conventions. 

In a report on alcoholism and crime, Banay’ studied carefully 
the cases of 22 men convicted of murder in the first degree. Ten 
of these men had used alcoholic beverages to excess, eight were oc- 
casional drinkers, and three were total abstainers. Yet in only five 
of the 22 cases was alcohol found to have any relation to the com- 
mission of the crimes for which these men were convicted. It ap- 
pears from Banay’s analysis that the estimate of crimes caused by 
inebriation, usually given as 60 per cent, must be lowered to 25 
per cent. In a case study made on 27 persons convicted of man- 
slaughter or homicide during a period of two and one-half years, 
two of the present authors® stated that chronic alcoholism was re- 
corded in four cases of the male nonpsychotie group, and that two 
of these persons committed their crimes when they were under the 
influence of liquor. None of the female subjects in this study had a 
history of chronic alcoholism. Two male psychotic patients were 
symptomatic alcoholics. Another patient, a young schizophrenic 
who apparently had not been a chronic alcoholic, was drunk when 
his crime was committed. 


Estimating that 90 per cent of the crimes committed in Great 
Britain might be associated with alcoholism, Scott* held that this 
is not a cause-and-effect relationship. Scott found that it is cer- 
tain that alcohol is responsible for numerous cases of assault, 
nearly 70 per cent, although the majority of these assaults are 
committed by persons who are entirely lacking in self-control. In 
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the case of breaches of the peace the figures are probably higher 
but less than 80 per cent. 

Recent investigators have been interested in the personality 
make-up of persons who become addicted to alcohol. Bowman and 
Jellinek’ note that certain psychoanalytical observers place signifi- 
cant emphasis on a homosexual component in the personality of 
the alcoholic. Botwinick and Machover applied psychological tests 
to 39 alcoholics admitted to Kings County Hospital, Brooklyn, 
N. Y. The tests administered were the Kings County Hospital 
Short Form of the Minnesota Multiphasic Personality Inventory, 
and the Terman and Miles Attitude Interest Analysis Test. None 
of the tests used in this study indicated inverted sexual interest 
patterns for the alcoholic group. The scores were not statistically 
different from the means of the normative population employed in 
the standardization of the tests. Botwinick and Machover con- 
cluded that homosexuality cannot be an essential factor in alco- 
holism, although it may play a dynamic role in individual cases. 

Wortis, Sillman and Halpern’ gave psychological tests to 47 sub- 
jects. Their tests were the Bellevue-Wechsler Adult Intelligence 
Test, the Rorschach Test, the Level of Aspiration Test and a voca- 
tional interest blank standardized by Wechsler. The authors came 
to the conclusion that “the alcoholic is a poorly adjusted, unstable, 
restless individual who does not withdraw in the face of disturbing 
situations; does not resort to the usual neurotic adjustment of be- 
havior, that he rather reacts to the various stimuli as to a chal- 
lenge, that he wants to take chances to expose himself to difficul- 
ties; and to indulge in all manner of experiences. He refuses to 
recognize his inadequacies in handling various circumstances and 
denies any conflict within himself. Everything is externalized and 
worked out in the environment. He desires basically a passive role 
and there seems to be an element of self-punishment in his repeated 
exposure to all sorts of emotional hazards and activities.” 

An interesting study was made recently by Piotrowski and Abra- 
hamsen* on 100 sex offenders who were committed to Sing Sing 
Prison. They used Piotrowski’s method of registering and com- 
paring patients’ responses to human movements and to animal 
movements. His thesis that persons who committed crimes under 
the influence of aleohol showed a prevalence of animal movement 
responses, while those who committed crimes when sober showed 
a prevalence of human movement responses, was confirmed in 84 


PART 2—1954—-E 
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per cent of the cases. As far as parole and future adjustment are 
concerned, these authors found it important to know whether a 
prison inmate tends to be more active and more aggressive when 
he is under the influence of alcohol or other agents that diminish 
consciousness. Alcoholism, combined with a tendency to commit 
offenses in a drunken state, is worse than alcoholism combined with 
a tendency to commit offenses only in a state of sobriety. The 
authors’ thesis is that if the haman movement responses are more 
active than animal movement responses the subjects are likely to 
behave more aggressively in a lucid state than in a state of dimin- 
ished consciousness (weakened integration). On the other hand, 
if the animal movements are more expansive and freer than the 
human movements, the individual is likely to behave more aggres- 
sively in a state of diminished consciousness (weakened integra- 
tion) than in a state of lucidity, sobriety and good integration. 

The material used in the study of Piotrowski and Abrahamsen 
was obtained from persons who had been sentenced to prison terms. 
In the present study, the writers confined themselves to a statisti- 
cal analysis of 163 male patients who were admitted to the male 
prison ward of the psychiatric division of Kings County Hospital, 
and a sample was selected of prisoners who were admitted during 
a three-month period, from October 15, 1951 through January 15, 
1952. The advantage of this material is that it covers a large va- 
riety of cases, harmless offenses as well as the severest felonies; 
that the majority of cases were studied carefully by means of social 
service history, several psychiatric interviews, and psychological 
examinations; and that a thorough evaluation was also made as to 
whether alcoholism should be classified as primary, or as sympto- 
matic, in personality deviates or in psychotic conditions. The 
writers classified as primary alcoholism those persons whose his- 
tories and clinical and psychological findings indicated that their 
main difficulties were caused by the habit deterioration which is 
characteristic in chronic alcohol addicts, and who did not show 
any other gross psychopathic or psychotic features. Female pris- 
oners were excluded from the material because the problem js quite 
different in female alcoholics. 

Karpman’ believes that the reasons for the differences between 
male and female alcoholics probably lie in the fact that, even in 
this sophisticated age, women are still subjected to more restric- 
tions than men, and that, in attempting to solve their conflicts, they 
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must seek outlets that are still within the limitations of conven- 
ional social acceptance for their sex. When, therefore, the tensions 
become so great as to be beyond control, release may be found in 
alcoholism. The resulting uninhibited behavior is the more serious 
in proportion to the tension behind it. Karpman presents the case 
histories of three women, and none of these is delinquent in the 
strict sense of the word. One of the three has no court record at 
all. The second woman has been in jail several times for drunken- 
ness, and the third was convicted of a robbery as an adolescent, at 
the age of 15, and was sent to a state training school for girls. 
Later on, her numerous jail sentences were for drunkenness and 
disorderly conduct. 

The writers divided their case material into patients with pri- 
mary alcoholism as a genuine psychepathological feature; aleohol- 
ism symptomatic with mental deficiency or low intelligence; reac- 
tive alcoholism; alcoholism symptomatic of schizophrenia or of 
organic brain disease; and alcoholism as a contributing factor in 
a basically psychopathic personality. Finally they registered the 
extent of alcoholic intoxication found in connection with charges 
of disorderly conduct as compared with felonies committed under 
the influence of alcohol. They also noted the relationship between 
alcoholism and sex offenses. 


Case MATERIAL 
Aleohol played a greater or smaller role in the cases of 39 per 
cent of all patients admitted to the psychiatric service as non- 
prisoners during a three-month period. Of all male prisoners ad- 
mitted during the same period 45 per cent showed some evidence of 
alcoholism, and 55 per cent showed no alcoholism at all. 


Male Nonprisoners Discharged from the Psychiatrie Division from 
October 1, 1951 Through December 31, 1951 








No. Per cent 





SE GUT Sek cvesscbececdeucedtseecceses 1,118 100.0 
Psychosis due to alcohol oo. iis. c cece ccccceces 133 11.3 
Alcoholism without psychosis ..............0.6. 274 23.2 
Alcoholism in complication ........eceeeeeeeees 50 4.25 


Male Prisoners Admitted Between October 15, 1951 and January 15, 1952 
No. Per cent 





ye re 163 100.0 
Total number of non-alcoholics .............+4- 90 55.0 
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Classified under primary alcoholism, are patients who do not 
show any gross psychopathic, neurotic or criminal tendencies; in 
whom compulsive drinking is the most obvious symptom; and in 
whom anti-social behavior is found only in connection with exces- 
sive alcoholic consumption. 


It is well known that the question as to why some people cannot 
stop drinking until they become alcoholics has not yet been an- 
swered. In the writers’ opinion the causes of chronic alcoholism 
are manifold. One factor is some kind of disturbance in metabo- 
lism. Others are of a psychological or a sociological nature. What 
is meant by disturbance in metabolism should be explained. Wag- 
ner Jauregg expressed the opinion that in every addiction there 
is a faulty metabolism in which the alcohol is not burned down to 
the end products—and intermediate metabolic products are formed 
which may cause addiction. 


Primary Alcoholism Group 


The cases with primary alcoholism figure in the present statis- 
tical analysis at 20.2 per cent (33 cases). As mentioned, the ma- 
terial consists of a wide variety of cases, including persons charged 
with minor offenses; and it is noteworthy that 27 of these 33 pri- 
mary alcoholic cases (82 per cent of them) were admitted for of- 
fenses which are not felonies—such as disorderly conduct, simple 
assault, petit larceny, vagrancy, loitering in the subway, driving 
while intoxicated, indecent exposure, non-support, and impairing 
the morals of a minor. Six subjects (18 per cent) were charged 
with felonies. The felonies recorded are two cases of burglary, 
one of arson, one of felonious assault, one of grand larceny, and 
one of forgery. 


Mental Defect 


Twelve of the present cases (7.4 per cent) of the prisoner total 
belong to the low intelligence group (mental deficiency and border- 
line intelligence). Two of the borderline cases were charged 
with third degree assault and indecent exposure respectively. Hag- 
gard and Jellinek” find that “stupid drinkers” form a large propor- 
tion of criminal inebriates and are, therefore, a group demanding 
special attention in the evaluation of the problems of inebriety. 
This group is not well represented in the present material, two 
eases (1.2 per cent) of the 163 prisoners. 
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Offenses Charged to Primary Alcoholics—Not Felonious in Nature 





— 


ee ee HY eH Oe 


Disorderly conduct .....cececscercccccccccceseces 
DEDLS GRUNGE. 0.50. covcncccccgrcepeccncccrccccces 
POU TAVOOMY 2. cc cccccccvccccccccccccccctccceses 
VOBTONCy weccccccccvccccccvccsccccesscceccccces 
Loitering in the eUbWAY .. 6.0. scccccosccccccwcess 
Driving while intoxicated ..........eccccceccccees 
Indecent OXPOSUTO occ cccosccceveccesececcoccceces 
Impairing the morals of a minor ..........-+e+0- 
NOR-GappOre 6. hiwdscccvsc evoke seeeccbiébioesceveds 1 

TOGA os cvcnccccepoetisdccisvcsctudpsecescaves 27— (82 per cent) 


Burglary. 600 siciccicriccc diag cecienvcesic tic ceeesecsiace 2 
AIBOM, 0 cccccccaseccscccccccpecccevccsecceccoces 1 
PUSCMNOUD GUUNEED voce ccccccccesesceecccccecscoes 1 
GROMEIRPOORY os ce ieee aero deb ee cctcnee 1 
PORQOTY oc iiscccecccccccésccecsecdssmivencsseces 1 
ro 


Tote) scnvsice occccvsic cnnedec.c8sdies c6bnedebioe (18 per cent) 








Drug Addiction Group 


It is a coincidence that during this three-month period of inquiry 
into alcoholism, there were 19 patients (11.6 per cent of the pris- 
oners) who were drug addicts. Eighteen of them (11 per cent of 
whole group of 163 prisoner-patients) belong to the adolescent or 
young adult group which uses heroin predominantly. Of these 
patients, 17 did not take alcohol at all. One patient drank moder- 
ately but was not considered an alcoholic. The problem of the 
*teen-aged heroin addict was studied at Bellevue by Zimmerling, 
Toolan, Safrin and Wortis.*. The authors described a certain 
type of heroin addict who is a non-aggressive, non-impulsive 
adolescent with a very close empathic relationship with the 
mother or the mother surrogate, but without evidence of 
morbid dependency on the mother; with profound inhibitions 
in school work; fear of new situations; and difficulty in initi- 
ating aggressive activity. These adclicts resent the intrusion 
of any reality which challenges their illusions of omnipotence, 
and as a consequence, isolate themselves to preserve their om- 
nipotence. In a discussion of the paper by Zimmerling et al.,” 
which was read at the 1952 convention of the American Psychiatric 
Association, Wikler stated that opium reduces or gratifies cer- 
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tain primary needs and promotes fantasy living which permits the 
user to express aggressiveness and hostility in daydreams charac- 
terized by feelings of omnipotence. This is in sharp contrast to 
the effects of aleohol, marijuana, and cocaine, which do not gratify 
such primary needs but intensify them; which impair repression 
and which allow the user to “act out” impulsively, and gratify his 
needs through this behavior. The present writers would empha- 
size that the personality make-up of the so-called ’teen-aged heroin 
addict may be different from that of the compulsive drinker of 
aleohol. 

The nineteenth case of drug addiction in the prisoner group was 
a 57-year-old white male with a history of longstanding alcoholism 
and of addiction to morphine for 19 years. Before admission to 
the hospital he had developed delirium tremens; he was classified 
basically as a schizoid personality. 

Whether there is a definite difference in the psychological make- 
ups of addicts to opiates and to alcoholic beverages cannot be de- 
cided. It must be considered that most of the heroin addicts dis- 
cussed here are ‘teen-agers, and alcoholism usually starts at a 
later age. One fact is worth mentioning: Alcoholics who take to 
barbiturates very often become barbiturate addicts, but it is known 
that the combination of morphine addiction and alcoholic addiction 
is not very common. 

In studying drug addiction and alcohol addiction, one may get 
the impression that there is a certain personality make-up which 
shows a tendency toward the use of drugs or intoxicants instead 
of toward solving the hardships and problems of life in another 
way. There is, of course, a possibility that certain drugs have a 
“psycho-pharmacological” effect. For instance, Hartman’ and 
many others showed years ago that cocaine may result in the inver- 
sion of the libido in the form of homosexuality. The problem as to 
whether there is a relation between the personality make-up of an 
individual and the choice of the drug or intoxicant which he takes 
is still open to investigation. Apparently no conclusion can be 
drawn from the writers’ material, inasmuch as they are dealing 
with ’teen-agers who are often only drug users and not drug ad- 
dicts. The follow-up of these cases by the probation system should 
yield more information on this point. 
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Reactive Alcoholism 


In the prisoner series, there are two cases of reactive alcoholism. 
Here one deals with basically psychoneurotic persons who react 
to the stress of marital maladjustment with excessive drinking. 
The two in the present group were admitted to the prison ward on 
charges of disorderly conduct and simple assault. This group is 
not well represented in the case material because most of these 
persons do not come in conflict with the law. 


Psychotic and Organic Conditions 


Of 19 cases of schizophrenia among the 163 prisoners, three 
showed symptomatic alcoholism. There were six cases of psychotic 
reactions in organic brain diseases among the prisoners, two cases 
of general paresis, one of Korsakoff’s psychosis, and three cases 
of cerebral arteriosclerosis. It is noteworthy that both patients 
with general paresis were symptomatic alcoholics. One was ar- 
rested on a charge of sodomy, the other on charges of felonious 
assault and robbery. The patient with Korsakoff’s psychosis was 
charged with homicide—later reduced to assault. One of the pa- 
tients with cerebral arteriosclerosis, who was a chronic alcoholic, 
was arrested on a charge of first degree manslaughter. The others 
with cerebral arteriosclerosis were arrested on charges of simple 
assault and felonious assault. 

In the case of cerebral arteriosclerosis associated with chronic 
alcoholism, a 59-year-old patient had slashed a man with a jagged 
instrument and was charged with first degree manslaughter. He 
had previously been arrested on charges of assault and arson, and 
twice on charges of felonious assault. He was admitted to the hos- 
pital in a semi-comatose condition and became markedly confused 
and agitated later on. The neurological examination revealed bi- 
lateral Babinski reflexes, and the pneumo-encephalogram showed 
dilatation of the ventricular system. The patient had marked mem- 
ory difficulties at the time of his transfer to a state hospital. 

The patient with Korsakoff’s psychosis was accused of having 
killed his landlady. He showed marked memory defects, disorien- 
tation, and a definite tendency to confabulation. 

A case of alcoholism was associated with senility. A 70-year-old 
man was arrested on a charge of attempted arson. He denied any 
intent to set a fire. He said that, when returning to his home ecar- 
rying a can of gasoline, he dropped the can accidentally, and in 
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attempting to light a cigarette, he dropped the match and thus set 
fire to the gasoline. He was found to be of average intelligence. 
He showed evidence of beginning senile deterioration, but not to 
the extent of a psychotic reaction type. He was under the influ- 
ence of alcohol at the time the fire leading to his arrest occurred. 

In a previous paper* the authors questioned Wertham’s state- 
ment” that “senility plays hardly any role in murder cases.” The 
writers stated that in the cases of senile patients who were admit- 
ted to their prison ward on charges of felonious assault, only 
happy accidents had saved the victims from being killed. Vazquez, 
in a paper about criminological problems arising from senile de- 
terioration, states that the seniles’ stubborn and rigid behavior 
and their tendency to emotional outbursts often lead to dangerous 
assaultive action. 

It is necessary to emphasize the fact that patients with organic 
diseases of the brain were often admitted to the prison ward on 
charges involving dangerous assaultive behavior. The problem is 
easily understood inasmuch as the cortical lesions in these cases 
caused a deficiency in self-restraint. This lack of self-control is 
aggravated and intensified by the use of alcohol which disinhibits 
the same level of integration in the brain (Hughlings Jackson). 
This seems to the writers to be important, inasmuch as the organic 
conditions are often identified with states of advanced intellectual 
deterioration in which the patient merely manifests a vegetative 
existence. Beginning organic brain diseases manifest themselves 
mainly in lack of emotional control, and it is this lack of inhibition 
which addicts want to achieve. These features make the individ- 
ual susceptible to alcohol addiction, and alcoholic consumption in 
turn intensifies and aggravates the manifestation of the organic 
disease. 

Personality Deviates 


Alcoholism as a contributing factor in a personality deviant was 
found in 24 cases (14.7 per cent of the 163 prisoners). In 13 of 
these 24 cases (54 per cent of them) a schizoid personality was 
present. Alcoholism symptomatically associated with chronic 
anti-social behavior was found in three of the 24 cases (12.5 per 
cent of them). The rest of these cases, (eight or 33 per cent of the 
psychopathic cases) were of miscellaneous classification, such as 
emotional instability, emotional immaturity, and neurotic and de- 
pressive features. 
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Relation of Crime or Offense to Alcoholic Intoxication 


As already mentioned, the habit deterioration caused by alco- 
holism leads frequently to minor offenses such as disorderly con- 
duct, nonsupport, vagrancy, loitering in the subway, simple assault 
and so on. Twenty-three patients (14.1 per cent of the prisoners) 
were admitted on charges of disorderly conduct during the three- 
month period. Eighteen (78.3 per cent of the 23) showed acute al- 
cohol intoxication. This confirms the findings of Scott* that in 
breaches of the peace alcohol might be responsible for almost 80 
per cent of offenses. 

Of the total of 163 cases, 67 (41 per cent) were charged with fel- 
onies. In 23 of these cases (34.4 per cent of all those charged with 
felonies admitted to the prison ward), the crimes were committed 
under the influence of aleohol. These 23 cases included four of 
arson (17.4 per cent of the 23), four of felonious assault (17.4 per 
cent), four of larceny (17.4 per cent), three of burglary (13 per 
cent), two of homicide (8 per cent), one case of sodomy (4.4 per 
cent), one of incest and rape (4.4 per cent), and one case of first 
degree murder (4.4 per cent). Out of all felonies (67 cases) there 
were six cases of arson (9 per cent). In four of these six (67 per 
cent) the crimes were committed under the influence of alcohol. 

Psychoanalytical interpretation of arson has revealed that the 
action is often committed as a substitute for sexual gratification, 
and one might interpret it thus inasmuch as alcohol often releases 
primitive sexual urges. 

Only 34.4 per cent of the total felonies in the present group were 
committed under the influence of alcohol, a fact confirming the view 
that alcoholism alone cannot be held responsible for crime, and that 
the personality make-up of the individual is primarily responsi le 
for his degree of anti-social behavior. The percentage, however, 
is high enough to warn parolees to stay away from liquor. The 
usual probation rule that an offender must not drink is justified 
by the present statistics. 

The fact that alcoholism makes its first appearance usually in the 
early 20’s, whereas juvenile delinquency starts before puberty, 
should be taken into consideration. Healy and Bronner™ in their 
well-known book, Delinquents and Criminals, Their Making and 
Unmaking, found that alcoholic intoxication was rare among ju- 
venile delinquents in Boston and Chicago, the rate being around 2 
per cent. These figures support the present writers’ statements 
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that alcohol addiction per se and chronic anti-social behavior are 
conditions which are not causally related to each other, although 
they sometimes are found associated. 


Sex OFFENSES 


In the present series, there are 20 cases (12.2 per cent of the pris- 
oner total) charged with sex offenses. Fifteen (75 per cent) of 
these 20 cases showed no alcoholism at all. Three of the five cases 
who were alcoholics were not psychotic. 

The case analysis is as follows: 

Indecent Exposure—Three cases (15 per cent of the sex offen- 
der group). One of these three prisoners was a primary alcoholic; 
the second showed symptomatic alcoholism with mental deficiency ; 
the third was a schizophrenic without alcoholism. 

Impairing the Morals of a Minor—Four cases (20 per cent of 
those charged with sex offenses). One prisoner was an alcoholic 
without psychosis; the other three were not alcoholics. 

Rape—F ive cases (25 per cent of the sex offense group). Only 
one case was an alcoholic. 

Possession of Indecent Pictures—One case (5 per cent of the sex 
offense group). The patient was not an alcoholic. 

Sodomy—Seven cases (35 per cent of this group). One case 
showed symptomatic alcoholism with general paresis. The other 
six cases were not alcoholics. 

The fact that only 25 per cent of all those charged with sex of- 
fenses were alcoholics shows that the same relationship which 
was mentioned in the discussion of felonies in general applies to 
the sex offenders also. Alcoholism is often a precipitating cause 
in the perpetration of sex offenses, but cannot explain abnormal 
sexual behavior per se. The same recommendation for abstinence 
from alcohol that was made for parolees in general applies to sex 
offenders in particular. Sex offenders who are on parole should 
be strictly advised to abstain from alcoholic beverages. 


CoNncLUSIONS 


This paper is a study of the relationship between alcohol intake 
and anti-social behavior. From the statistical material, the writers 
believe the following conclusions can be drawn. 
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1. Primary alcoholism is responsible for felonies only in rare 
instances. Primary alcoholism leads to habit deterioration which 
manifests itself in frequent breaches of the peace ; abusive behavior 
toward the family, particularly toward the wife; irregularity in 
employment and frequent absences from work; failure to support 
the family, and other minor offenses. Primary alcoholism is, there- 
fore, not an important factor at all in the cause of major delin- 
quencies. It should be very interesting to a student of psychody- 
namics to discover why only certain types of inhibitions disappear 
under the influence of alcohol, and other inhibitions remain intact. 


2. Acute alcoholic intoxication as precipitating cause in the per- 
petration of crime was found in a considerable number of cases in 
the writers’ series. Chronic alcoholism cannot be made responsible 
for the development of delinquent behavior, but the statistics show 
definitely that a great many crimes are precipitated by alcoholic 
intoxication. The authors support the customary probationary 
rule that offenders on parole should be strictly advised to abstain 
from alcoholic drinks. The same is true of sex offenders. 


3. Although the writers’ material was not large enough for sta- 
tistical conclusions, it was observed that certain patients with or- 
ganic diseases of the central nervous system were charged with 
severe assaultive action. Organic brain disease, whatever its cause, 
frequently leads to impulsive behavior; and the deficiency in emo- 
tional control is frequently aggravated by the use of aleohol. For 
this reason patients afflicted with these organic disorders should 
be advised not to drink. 

4. There were 19 drug addicts in the writers’ series, and 18 of 
them were heroin users or heroin addicts of the ’teen-aged group. 
The question of differences in the psychological make-ups of users 
of opiates and of alcoholics is discussed, but no conclusion can be 
drawn, in view of the fact that the heroin addicts belong to the 
*teen-aged group, and alcohol addiction rarely starts at that early 
age. Further follow-ups of these patients will be necessary. 


Division of Psychiatry 
Kings County Hospital 
Brooklyn 13, N. Y. 
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DIAGNOSING ORGANICITY ON THE RORSCHACH 


BY HANNA SCHREIBER, M. A., AND MARY ALICE WHITE, PH.D. 


The present literature on Rorschach signs of organicity is de- 
voted largely to describing those signs thought to be peculiar to 
patients with known physical damage to the brain. Historically 
it has been necessary to differentiate those signs appearing in 
various organic groups which do not appear in control groups,** 
but the technique must undergo scrutiny as an independent device 
if it is to be considered valid. To the writers’ knowledge this ul- 
timate test has not been performed: How well can the Rorschach 
detect organicity in a varied hospital population without knowl- 
edge of the patient’s history, condition, or clinical diagnosis? The 
validation would have to be a thorough neurological and psychi- 
atric study* following the Rorschach findings. ; 


DEFINITION OF ORGANICITY 


The diagnostic term “organicity” as used in this paper means 
that in the writers’ opinion, some pathological tissue change has 
taken place in a given patient, presumably partially in his brain, 
and that this has altered his personality functioning, either tem- 
porarily or permanently. This alteration is believed to be differ- 
ent from a functional illness and from normal behavior, and to 
form a pattern which is sufficiently consistent to be differentiated 
from these other two. The writers have seen its effects on the per- 
sonality in aging processes, brain traumata, brain diseases, and 
brain operations, in addiction, following EST, in certain general- 
ized physical illnesses, and in toxic reactions. It may occur as a 
result of many other physical illnesses or traumata which the 
writers have not seen. Diagnosing “organicity” on the Rorschach 
does not define the nature of the physical change, its loca- 
tion in the body or in the brain, whether it is permanent or 
transient, or the severity of the disease or damage. This diagno- 
sis does not refer to any functional reaction to a physical disorder 
nor to the psychosomatic group of illnesses. The writers can only 
state whether in their opinion (1) such change exists insofar as it 
has affected personality functioning, and (2) differentiate between 
two degrees of it, “partial” and “widespread.” These terms are 


*The writers wish to express their gratitude to Dr. Curtis T. Prout, clinical director, 
New York Hospital—Westchester Division, for his invaluable help in this area. 
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psychological and refer to the amount of personality functioning 
that has been affected. They do not refer to the area of the body 
or brain involved in any such pathological tissue change. ‘“Wide- 
spread organicity” means that almost the entire personality struc- 
ture on the Rorschach has been affected by this process. It is 
equivalent clinically to a psychosis. “Partial organicity” means 
that only parts of the personality are affected; a functional illness 
also may be present; or the rest of the personality may be normal. 

In the experiment reported here, the assumption was made that 
“organicity” as defined here is one psychological illness which can 
be seen as such on the Rorschach regardless of the physical cause.* 
What they believe to be the unique features of this study are: 

1. “Blind diagnosis”—the Rorschach diagnosis of organicity 
was made without knowledge of the patient’s history, condition, or 
clinical diagnosis. Individual cases have been reported on this 
basis" ® but not a large clinical group so far as the writers are 
aware. 

2. Two degrees of organicity were distinguished, “partial” and 
“widespread” (see definition of “organicity”) in diagnosing all 
patients. 

3. The diagnoses were made among a variety of patients ad- 
mitted to a hospital for psychiatric disorders. — - 

4. The diagnosis was made among patients of whom some had 
a functional illness as well as an organic. Diagnosing in the pres- 
ence of two illnesses is a common hospital problem. 

5. Assuming that significant results could be obtained while 
fulfilling these four standards, it would seem reasonable to con- 
clude that the Rorschach has value as an independent diagnostic 
device for organicity in similar hospital populations, and that the 
technique used would merit deseription. 


DESIGN OF THE STUDY 


The clinical population of this study comprises patients resi- 
dent in a voluntary hospital for acute psychiatric disorders. Pa- 
tients range in age from 18 to old age, and are of both sexes. Under 
10 per cent are admitted with a clinical organic diagnosis such as 
psychosis due to a drug, cerebral arteriosclerosis, to alcohol, or 


*A possible exception to this one pattern may be in a toxic illness. The writers have 
seen few, and have diagnosed organicity in each case, although recognizing an excited 
quality of the record in contrast to the dulling quality of most organic records, 
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senility. The patients are of higher than average socio-economic 
status, are largely urban residents, and are of superior intelli- 
gence. A Wechsler-Bellevue full IQ of under 110 is rather un- 
usual. The present findings, of course, are limited to populations 
of this nature. 

Rorschachs are administered routinely to all admissions within 
the first 10 days, except those who have received electric shock 
therapy within six weeks prior to admission. (Other tests are also 
given, and at other intervals, but the writers are concerned 
here solely with admission Rorschachs.) These admission Ror- 
schachs are administered “blind,” i. e., only with knowledge of the 
patient’s name, age, education, occupation, and if on inebriate cer- 
tification. The clinical diagnosis, history and present illness are 
not known when the admission Rorschach is interpreted. 

In this manner a little over 1,200 Rorschachs were collected and 
among these the writers diagnosed 116 as organic. In reviewing 
the 116 cases for this study, 15 were deleted because of artifacts 
or inadequate protocols for analysis. One hundred and one pa- 
tients remained (44 males, 57 females) who comprise the experi- 
mental population of this study. They ranged in age from 16 to 92. 

The design of this study is simple. These 101 patients were fol- 
lowed up to determine how many of them showed organicity on a 
clinical basis, so the accuracy of the Rorschach diagnostic technique 
could be discovered. This study originated with a dramatic experi- 
ence. The writers had administered a Rorschach, 24 hours be- 
fore lobotomy, to a deteriorated schizophrenic with a long hospital- 
ization. The writers were familiar in this instance with the pa- 
tient’s clinical diagnosis and history. The Rorschach was a sur- 
prise; it was organic; and it was so diagnosed, recognizing a 
concomitant schizophrenic illness. Twenty-four hours later the 
lobotomy was performed, revealing definite arteriosclerotic 
changes of the brain. These were not responsible for the schizo- 
phrenia of course, and, following lobotomy, the schizophrenic 
symptoms abated. 

This experience raised two questions: One, can the Rorschach 
be used to detect organicity quite apart from its ability to deseribe 
personality; and, two, is there not by implication an interesting 
problem in the notion that patients can have, not one, but two ill- 
nesses simultaneously, both of which can be recognized? The 
writers speculated to the effect that many functional patients also 
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can have mild organic deficits which can be obscured by funce- 
tional symptoms. The Rorschach might be a valuable tool to de- 
tect this, since the writers believe it is especially sensitive to or- 
ganicity. Nothing the writers had seen on the Rorschach had led 
them to think that an organic condition caused a functional illness. 
They appeared together but as two different illnesses. 

The clinical follow-up in this study was carried out by Curtis T. 
Prout, M. D., the clinical director of the hospital. Dr. Prout at 
no time was aware of the Rorschach diagnosis on the cases he eval- 
uated. He was asked to state whether organic impairment was evi- 
dent clinically, and if so, whether he would classify the degree of 
organicity as partial or widespread. Partial, for his clinical pur- 
poses, meant mild organic inroads in a patient whose major illness 
was functional. Widespread, for his purposes, meant organic in- 
roads sufficient for a clinical organic diagnosis had the patients 
concerned not had a severe functional illness. “Widespread” pa- 
tients, therefore, could have either a functional or an organic 
clinical diagnosis. 

The clinical data on which Dr. Prout based his judgment is 
shown in Table 1. Table 1 does not include those patients who had 
an organic clinical d‘agnosis and who were therefore obvious wide- 
spread cases. Examples of each type of evidence are as follows: 

1. Neurological Signs: abnormal EEG, pathological skull 
x-rays, unsteady gait, slurred speech, head injury, atrophied brain, 
stroke, senile cataracts, paresis, etc. 

2. Psychiatric Signs of Organic Impairment: disorientation, 
memory defects, characteristically impaired mental status, fleeting 
irritability, labile emotionality, ete. 

3. Vascular Signs: peripheral arterial change, changes in re- 
tinal vessels, evidence of coronary artery disease (clinical or 
EKG), hypertension, ete. 

4. Toxic Effects of Drugs, Alcohol, or Medication: as shown 
by a history of recent or chronic excessive intake, plus clinical 
evidence of its serious effects. This could be temporary, coincid- 
ing in time with the admission Rorschach, or permanent. 

5. Evidence of Cerebral Involvement Associated with Somatic 
Disease: CNS lues, meningitis, other infection or parasitic infes- 
tation. 
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6. Evidence of Cerebal Involvement Association with Endo- 
crme Disorders: thyrotoxicosis following thyroidectomy, diabetes, 
parathyroid deficiency following thyroidectomy (tetany), ete. 


Table 1. Clinical Signs of Organicity 








Type Frequency 





Neurological 36 
Psychiatric 34 
Vascular 3 
Toxic effects 18 
Somatic diseases 

Endocrine disorders 











A list of the organic clinical diagnoses is given in Table 2. The 
total number of 28 is less than the total of 41 clinically judged 
“widespread” (See Table 3) because 13 not shown in Table 2 had 
clinical functional diagnoses which however did not obscure the 
clinical picture of widespread organicity. The existence of dual 
illness, the well-known example of which is that “a dog can have 
both fleas and lice” is familiar clinically and was recognized on the 
Rorschach as early as 1931 by Oberholzer.’ 

There is no significance in listing the functional diagnoses of the 
balance of the patients, as these diagnoses represented a cross- 
section of the total hospital population, including the psychoneu- 
rotic, manic-depressive, schizophrenic, involutional and addict 
groups. 


Table 2. Clinical Organic Diagnoses in ‘‘ Widespread’’ Group 





Psychoses related to Male Female Total 
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Cerebral arteriosclerosis 
Senile, simple deterioration 
Alcohol 

Metabolic disease 

General paresis 

Cerebral embolism 
Encephalitis 
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RESULTS 


Table 3 summarizes the accuracy of this technique when clinical 
evidence was used for validation. The Rorschach diagnosis of or- 
ganicity was substantiated in 97 per cent of the cases; the degree 
of organicity as well as the diagnosis was substantiated in 90 per 
cent of the cases. The Chi-square test was applied and, after cor- 


Table 3. Validity of Rorschach Organic Diagnosis Following Clinical Evaluation 








Total 
Partial Widespread N Per cent 





Number of patients 58 43 101 100 
Correct, excluding degree 5i 43 § 97 
Incorrect: not organic : 0 
Incorrect: in degree only 2 
Correct, including degree 50 41 











*P = less than .01, corrected for continuity. 


recting for continuity, P equaled less than .01 as shown in Table 3. 
It was assumed that the Rorschach diagnosis had one chance in 
two of being correct, although it was probably nearer one in five 
when both degrees of organicity were included. Since the values 
were significant at the lower level of chance, the higher level was 
unnecessary. 

The conclusion from Table 3 is that this technique gives suffi- 
ciently valid results to warrant describing it for the use of other 
clinicians. 


Test Run 


Having established that 97 per cent of the patients diagnosed 
organic on the Rorschach proved subsequently to show organicity 
clinically, the writers had not answered this question: How many 
patients showed organicity clinically which the writers failed sub- 
sequently to detect on the Rorschach? In other words, working 
from the clinical data first, rather than from the Rorschach, how 
accurate is this technique? To answer this question 60 consecutive 
admissions, beginning at a random date, were selected as a sample. 
These 60 patients constituted 18 per cent of the total admissions 
for that year. This sample was called the “test run.” These pa- 
tients were gone over carefully for clinical signs of organicity. In 
each case where organicity was established, either partial or wide- 
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spread, the Rorschach was then reviewed to see whether such or- 
ganicity had been detected. (One patient from the experimental 
group appeared in the test run.) The same standards for clinical 
organic evidence were used as in the first part of this study. 

The results of this test run are shown in Table 4. What was 
found was that no instance of organicity, partial or widespread, 
was overlooked on the Rorschach. However, this sample is rela- 
tively small, and only 22 per cent of the sample showed organicity. 
(This 22 per cent is approximately the same percentage of organi- 


Table 4. Test Run Results 








M Total Percentage 





Organic diagnosis clinically, and on Rorschach 4 
Partial organicity clinically, and on Rorschach 
Organie clinically, none on Rorschach 

No clinical organicity 

No Rorschach administered* 


Totals 








*One patient was so critically ill, physically, that testing was inadvisable at that time. 
The other patient was a readmission who had been studied previously. 


city which had been found in the Rorschachs of the original 1,200 
patients.) The test run sample did not show any noticeable skew- 
ing from the tota] admissions of that year. 

The conclusion from this small “test run” sample was that no 
case of clinical organicity was overlooked by this technique. Be- 
cause of the smallness of the sample, the more guarded implica- 
tion is that few, rather than none, would be missed in the future. 


DESCRIPTION OF THE TECHNIQUE 


The diagnostic technique used depended on a combination of: 
(1) the relationships within the Recap, or tabulation of scoring 
symbols; (2) the content; and (3) the patient’s attitude toward 
the test. 


1. The Relationships Within the Recap 


Like so many other workers, the writers have been faced with 
the need of measuring a pattern of relationships within the Recap, 
a pattern which somehow could be distilled and passed on to 
others to try. Many statistical procedures were considered and 
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rejected. It was felt that this Rorschach organic pattern would 
be valid or not, depending on how often it worked in clinical ex- 
perience. Therefore, the treatment chosen was the simplest sta- 
tistical description of what actually influenced the Rorschach diag- 
nosis. 

In treating the Recap, the writers did not concern themselves 
with the frequency of each scoring factor, or apply a factor analy- 
sis technique, because they had, in fact, done that through using 
their judgment at the time of each diagnosis. What was done was 
to tabulate, on each individual Recap, those factors which had per- 
suaded the writers that this or that patient was widespread or- 
ganic or partially organic. These had been judgments based on 
the relationships within the individuals, a point that seems vital 
to the writers in Rorschach research. This fact also meant that 
the same factors were not picked each time. Choice depended on 
the amount of each factor, the presence of other illness, and the 
variety of factors present. For example, the writers consider 
that Cdese is often an organic sign, if one contemplates it in a 
vacuum. However, in a case of involutional melancholia, where 
organicity is also present, Cdesec may represent a depressed and 
weak reaction to color, rather than organicity. This is the sort of 
judgment that had to be made originally on each factor, considered 
as part of the whole Recap, in each of the 101 patients. 

In Table 5, has been tabulated the pattern of factors in each 
case that had argued for organicity. (A definition of scoring terms 
will be found in the appendix to this paper.) This was done at 
two levels: widespread organicity and partial organicily. An ar- 
bitrary value of 75 per cent was chosen as a cutting-point, i. e.; 
any factor which influenced the writers 75 per cent of the time was 
considered an organic indicator. These factors were both positive 
and negative. The absence of a scoring factor (such as FC) was 
considered just as suggestive of organicity as the presence of a 
high F per cent. These absent scores are called negative; positive 
factors were scores which were present in some amount. The pat- 
tern of these positive and negative scoring factors is given in 
Table 5. 

An examination of Table 5 shows how important negative fac- 
tors were as indicators of organicity. They appeared three times 
as often as positive factors. The absence of scores in partial or 
widespread organicity makes one think of the organic patient as 
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Table 5. Organic Recap Factors (75 Per Cent Frequency) 





Par- Wide- Par- Wide- 
Factor* tial Mean** spread Mean** Factor* tial Mean** spread 





R ob 16 11 H 
7 “ 3 : Hd —_ 
WwW A -h 
Ad 
Dd Anat 
8 ‘Aobj 
Sex 
Abst 
M Blood 
FM 
Fm DW 
mF Contam 
F - Po 
Do 


FC aueo 
CP Rej 


C/F Minus 
Cc Odd 
Cn Conf 
Vague 
Csym ) P. R. 
Fe Evas 
cF 
Fk F% 
kF 
A% t + 
FK 








*All C’ scores were omitted as both their appearance and absence, the authors feel, are 
consistent with organicity. Original scores never occurred and are extremely rare in all 
patients. D was omitted since W was selected. 

**The mean is computed using positive scores only for positive Recap factors. This 
gives the expected value only when a factor is positive, which is 75 per cent of the time. 


having the “shell” of a personality. Rather than a rich or bizarre 
illness, an organic one is an empty one. Whereas the patient for- 
merly might have had a wide range of personality, as on a key- 
board, he is cut down in this illness to the few notes of a familiar 
refrain. This, to the writers, is organic illness—an empty struc- 
ture, clinging to the familiar. 

One might ask how many of the functional illnesses also might 
demonstrate this particular Recap pattern. The results show this 
pattern was highly selective of organicity, and it did not miss any 
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patient who was organic clinically. If this pattern did occur in 
certain functional illnesses it is difficult to see how these results 
could have been obtained, when only one in 12 (101 of 1,200) of the 
original group were originally diagnosed organic. Presumably, 
the writers would have called many functional patients organic. 
Actually only three of the 101 appeared to have solely functional 
disorders. 

Referring now to Table 5 in detail, one may discuss each factor 
at some length and relate it to the findings of other workers. 

R—Positive factor, with a value of 16 in partial, 11 in wide- 
spread cases. (In positive values, see second footnote in Table 5 
for the basis of computation.) R tends to be low in organicity, but 
one must remember constantly that all these factors are relative. 
R is low compared to the majority of functional records, with the 
exception of psychotic depressions whose records are often even 
shorter. R is easily affected by other illness, so that a concomitant 
functional illness can send R up to 45 but still reveal partial or- 
ganicity. Therefore, R is one of those factors to be taken with a 
grain of salt when another illness is also present. R decreases 
with an increase in organicity. It went as low as four in the wide- 
spread group. The writers cannot quite agree with Piotrowski* 
that R must be less than 15, particularly in the partial group, nor 
do they feel that R is qualitatively as important as the other fac- 
tors in the partial group. 

P—Positive factor, with a value of 3 in both partial and wide- 
spread scores. Relative to R, P increases with organicity, but like 
the R factor, it is easily affected by functional illness. Neverthe- 
less, P is high in organicity compared to functional illnesses. P% 
varied around 25 per cent for these two groups, whereas Piotrow- 
ski found P% below 25 per cent in his group. 

W, W per cent—Positive in widespread organicity only, when the 
value is 7 W and W% is 64 per cent. As organicity increases, W 
increases. The concepts become bigger in location but also in- 
creasingly sloppy (see F—). 

Dd, S—Both negative factors in widespread cases, and S is nega- 
tive as well in partial. This lack of Dd and § is consistent with 
the “cheap” record of an organic. He won’t take the time or effort 
to study small areas, and tends to slide over the white space. In- 
stead, he attempts large, easy concepts, probably because he can’t 
believe in the importance of an imaginative task. 
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M—Negative in widespread. M can appear in partials because 
of functional illness or because enough of the personality remains 
intact. Piotrowski* found not more than one M in his group, but 
movement is scored differently in his study. The writers found as 
many as five M in the partials, but since M is negative in wide- 
spread records, 75 per cent of them showed none at all. This lack 
of M in organicity, which most workers agree upon, seems consist- 
ent with the notion that organicity cuts down on imagination both 
qualitatively and quantitatively. If one had limited energy, one 
would spend it economically on the essentials of life which do not 
include imaginative tasks. 

FM—Positive in partial, when the value is 5 FM. This amount 
of simpler energy in partial organicity is understandable, because 
at this level there is enough energy for routine acts, day-to-day 
living, the fulfilling of immediate needs. FM does not reach a neg- 
ative value in widespread. It tends to vary between the presence 
of a few FM and none, without showing a clear pattern. 

Fm, mF—Both negative in widespread, mF negative in partial 
as well. Fm probably is present in partial, for the reasons cited 
for M, namely that either functional illness or sufficiently intact 
personality produces it. In widespread, these two movement re- 
sponses do not occur at the 75 per cent level, probably because an 
Fm concept requires a rather refined percept. 

F, F%—Positive at both levels, the value being 8 F in partial 
(averaging 48 per cent F) and 7 F in widespread (averaging 69 
per cent F'). The quality of F is indicated by “Minus” and “Perse- 
veration” (“Persev.”). A high F &nd high F% are to be expected 
in organicity because an F response requires the least amount of 
imagination, and is prominent because of the absence of the other 
determinants. 

Color determinants (FC through Csym)—Taking all the color 
determinants together, the striking thing in the organic record is 
the absence of color. FC, CF, F/C, C, Cn and Csym are all nega- 
tive factors at both the partial and widespread levels. C/F is 
negative only at the widespread, Cdese may or may not be present 
at either level and is, therefore, really a neutral factor. Not one 
single color determinant is a positive factor at either level—in con- 
trast to Piotrowski’s opinion*® that at least one color-naming oc- 
curs in an organic record. This gives a picture of an emotionally 
empty personality, who has a few rather infantile feelings, as 
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shown in the occasional C/F and Cdese. These feelings could be 
sentimentality, a quick change of mood, irritability. They are not 
of a high quality, intense, or lasting, but, instead, are easily in- 
duced and easily forgotten. Here, the organic personality shows 
poverty in still another sphere. This is not unfortunate, because 
it would be tragic if such a patient retained a rich emotional life 
after reaching bankruptcy in energy and imagination. One would 
hardly expect such a thing, however, because it takes both energy 
and imagination to have most feelings. Obviously, the organic 
patient’s feelings are going to be attached to those things his re- 
sidual personality maintains an interest in—his bodily comforts, 
possessions, memories. We would expect him to be sentimental in 
his memories, irritable about his comforts and about maintaining 
his possessions, and quick to change from one phase to the other— 
which betrays the fleeting and shallow quality of both. Any other 
feelings would be but a complicated burden. 

Shading Responses (Fc through FK)—As in color, there are no 
positive factors in shading determinants. Fe is neutral since one 
or two ean occur at either level but not in 75 per cent of the cases. 
In partial patients, an occasional KF can occur. The rest, which 
include cF, Fk, kF and FK, are negative at both levels. The ex- 
planation for this follows the explanation for the absence of color. 
Shading responses require an imagination which is absent. Feel- 
ings of pathological sensitivity and anxiety require a far more 
complicated structure in the other areas of energy, control, and 
emotion than the organic patient possesses. From a humane point 
of view, it is a blessing that their anxieties and their sensitivities 
are dulled lest they sense the attitude of others and their own in- 
ability to function. 

Content (H through Blood)—On the whole, content is empty and 
the high A% that has been noted’ is confirmed in this study. Pio- 
trowski® found 50 per cent A, which he described as average. A% 
in this group was 57 per cent for the partial, and 62 per cent for 
the widespread, which is a little higher than in Piotrowski’s group. 
What is more significant, is that this is an extremely high A% 
compared to a functionally ill group, with the exception of psycho- 
paths and certain psychotic depressions. For that reason, the A% 
helps to differentiate the organic case from the functional. It is 
worth noting that sex and blood responses are negative factors at 
both the partial and widespread level, meaning of course that 75 
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per cent of these patients had not one such content at either level. 
Anatomy, animal object, and human detail responses are negative 
factors at the widespread level alone. Although the A per cent in- 
creases at the widespread level, the type of animal response be- 
comes less complicated so that animal objects are dropped out. 
(Aobj is included in A% in the present scoring. See the appendix 
for definition of scoring symbols. ) 

Significant Signs (DW through Evas)—These are crucial in in- 
tepretation, particularly for differentiating functional from organic 
pathology. The first pattern to note is that most “Significant 
Signs” which oecur frequently in functional illnesses become nega- 
tive in organicity. These include DW, Contamination, Positional, 
Do (oligophrenie detail), Odd, Personal References, and Evasive, 
(see scoring appendix) all of which are negative at both levels. 
Rejection is negative at the partial level, although a few rejections 
do oceur at the widespread level as the record becomes more con- 
stricted and meager. This applies to Confused responses as well. 
The only positive Significant Signs for organicity are Persevera- 
tion and Minus, and these are positive at the widespread level 
alone. No Significant Sign is positive at the partial level. The 
presence of Perseveration which averaged 5, and Minus which av- 
eraged 4, in the widespread cases concurs with the findings of Pio- 
trowski® of perseveration and poor form level, although this was 
not true at the partial level. Oberholzer’ also noted perseveration 
which he explained on the basis of impoverished thought, or asso- 
ciative emptiness. The writers share Oberholzer’s explanation as 
it fits into their understanding of the whole organic personality as 
being empty. If one has but a few imaginative ideas, obviously 
they will have to be used repeatedly to cover a wide range of stim- 
uli. Oberholzer describes this lack of fluid association as “Schwer- 
beswmnlichkeit” or “Schwerfalligkeit” which might be translated as 
“clumsy thinking.” The writers partially described this character- 
istic in the analysis of the attitude toward the test. 

There are a few factors in the Recap which did not meet the ar- 
bitrary 75 per cent level of significance but which are worth while 
mentioning because, although they occur rarely, they nearly always 
appear in an organic record when they do occur. It is realized 
that their significance cannot be established within this study, but 
these impressions are offered, nevertheless. The factors C/F, 
Cdesc, Abstract, Personal Reference, and Confused are relatively 
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few in number and in frequency of occurrence, but when the rest 
of the Recap is empty, as indicated by negative factors, these 
scores are interpreted as minor positive weights. For example, in 
the color determinants, the absence of any color score except one 
C/F and/or one Cdese would suggest organicity to the writers— 
in the color area. Content, which was composed of considerable A 
and Ad, with possibly one H, and two Abstract, would look like or- 
ganic content. The same reasoning applies to P. R. and Confused. 
An oceasional Do, Fdese, Fe or Vague is a less reliable minor pos- 
itive factor because each of these can occur in other illnesses. 
F dese in particular is a favorite determinant of paranoid patients, 
and Vague is quite common in most functional illnesses. The major 
diagnostic guide is, as the writers have tried to emphasize, the 
emptiness of the personality structure, so that an occasional score 
in those factors which proved to be neither negative nor positive 
in this study should not be thought incompatible with the organ- 
icity when this emptiness exists. 

Reaction time and total time were ignored in this study, because 
no pattern was found at all. Some organic patients react quickly, 


anxious to finish an annoying task, whereas others puzzle over 
them slowly. This does not support Piotrowski’s® opinion that 
their total time per card is often more than one minute, nor Ober- 
holzer’s’ observation of slow reaction time. 


To sum up then, the Rorschach Recap of the organic personality 
suggests this understanding: that the organically impaired per- 
son is psychologically bankrupt. He has limited energies and 
emotions which he tends to spend most economically on the bare 
necessities of life. Harrower’ uses a similar description, that of 
a “blocked out personality” who shows a “flattening out of psychic 
potentialities . . . and resorting to the most obvious.” The ne- 
cessities may include bodily comforts, retention of possessions, re- 
tention of past memories, and maintaining a familiar psychological 
milieu for himself. The more his budget is strained by environ- 
mental demands, the more inadequate will he appear. The more it 
is reduced by further organic impairment, the poorer his personal- 
ity will appear. The defects in judgment and bizarre behavior are 
a product of his reduced personality, not the origin. His meager 
affect is reserved largely for old memories; he can’t afford to buy 
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new emotional relationships. He knows, at least in the beginning 
of the illness, that his future is limited and he must conserve to 
exist. 


2. Content 


A high A% has never been, in the writers’ judgment, the only 
outstanding characteristic of organic content. The writers have 
been influenced by “cheap” content more than anything else, con- 
cepts which are mundane, familiar, learned early in life, and hav- 
ing not too precise form. Such concepts seem made to order for 
the “organic” imagination, or lack of one, as they require the least 
amount of effort to perceive. The writers call such concepts 
“cheap,” as they are economical in the expenditure of mental en- 
ergy. For this reason, they were swayed by concepts of animals, 
insects, and birds, since they are mundane, familiar, and learned 
early in life; and by concepts of sea life and designs because they 
are not too precise a form and yet are sufficiently familiar. There 
are exceptions, of course, since a severely widespread organic can 
start with some absurd concept, of which he happens to be thinking 
at that particular moment, such as “boats coming and going”—and 
then perseverate on that one concept for the next nine cards. Such 
a record looks definitely organic although lacking in typical con- 
tent. “Sea life” too can be misleading, as it is used so often by 
addicts, as well as by organics. 

The analysis of content is given in Table 6. The frequency of 
the concepts which influenced the writers is shown under “selected” 
concepts. The numbers and percentages of all responses by cards 
are also given. What the writers had sensed but had not formu- 
lated was that Card VII is apparently difficult for these patients, 
and that Card X is the most stimulating, judging by the percentage 
given in column two of Table 5. The concepts which had especially 
influenced the writers, the “selected concepts,” accounted for 71 
per cent of all concepts. It is true of course that most of these 
“selected concepts” would be scored under A%, which is a positive 
factor of organicity. However the type of animal is very impor- 
tant. A robin, woodpecker, giraffe, groundhog, seagull, reindeer, 
fly, ladybug, horse, alligator—these too would be scored A and are 
familiar to nearly everyone, but they are not organic concepts. 

Examples of the actual concepts are: 1. Animal—elephant, lamb, 
bear, dog, animal, monkey, poodle, squirrel, rabbit, animal skin 
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Table 6. Analysis of Content by Card and by Selected* Concepts 





Selected* 
No. Per cent of No. selected* per cent 
concepts total concepts of card total 





125 il 105 84 
109 9 86 79 
111 9 84 76 
106 9 82 77 
112 10 95 85 
110 9 80 73 
73 6 62 
141 12 64 
89 8 
200 17 68 


100 








*Selected concepts are animals, birds, insects, sea life, and designs. 

**Cdese and Rejected together account for another 34 per cent. 

(scored as Aobj), rat, mouse, frog, snakes. 2. Jnsect—butterfly, 
insect, bug, grasshopper, worms, spider. 3. Bird—bat, bird, 
chicken, eagle. 4. Sea life—shrimp, crab, shell, lobster, ocean bot- 
tom, fish, sea plants, seaweed, coral. 5. Design—blot, painting, art, 
illustration, design, medical picture. 

The eternal question arises here of how much of this or that 
sign or pattern is necessary in order to diagnose. It must be un- 
derstood throughout that content is only one of three steps in diag- 
nosis. In content itself, Table 6 indicates that these selected con- 
cepts comprise 71 per cent of these patients’ concepts. Would one 
suspect organicity at 50 per cent? Yes, the writers would and 
have. It is the “cheapness,” as illustrated in the examples, which 
is the most important diagnostic factor in Content. 


3. The Attitude Toward the Test 


In addition to the content and the Recap, the patients’ attitude 
toward the test may be partially diagnostic of organicity. To pick 
this up, a very careful protocol must be taken in which all remarks, 
asides, and references to the concepts are noted. The writers have 
analyzed all such language occurring in the main record of their 
101 patients. The inquiry is too pointed to produce spontaneous 
comments. This analysis is summarized in Table 7. The group- 
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Table 7. Attitudes Toward the Test 








Per cent 
57 101 of 
Partial F total Mean total 





Approximation 179 142 300 3.0 34 
Literalness 87 g 78 185 1.8 21 
Inadequacy 84 38 179 1.8 
Similarity 30 35 49 84 

Personalization 33 : 46 24 70 

Irritability 39 23 49 13 62 


Totals 452 y 536 344 880 








ing of the comments was dictated by the data; the categories were 
named for the central themes of the comments. The definitions of 
these terms are: 


1. Approximation. The patient does not identify the concept 
precisely but instead describes it in a general or approximate man- 
ner. Aita’ also mentions “unclear definitions.” Actual examples 
of approximations are “some type of . . . some kind of . . . al- 
mosta...somepartofthe...mightbea...Isupposea. 
either a bat or a butterfly .. . abearI guess. ..alotof....” 
At times the patient’s attempt to identify the concept, which he 
feels he must do (see “Literalness”) could be called a “shotgun” 
approach. He names several things of a similar nature which the 
blot could be, trusting one will be correct. This approximation 
may be the Rorschach counterpart of the clinical garrulousness of 
organic patients. Clinically, they talk around a point, moving on 
to the safe ground of reminiscences when asked something they 
don’t understand or recall. This garrulousness too can be a “shot- 
gun” technique. They flood the listener with words, making up in 
quantity what is lacking in quality. 

2. Literalness. The patient believes the blots should be real, 
that they actually should be a picture of some one thing which he is 
asked to identify. He fails to understand the nature of imagina- 
tion. This is a characteristic which Oberholzer’ also has noted as 
“Sachlicher Inhalt.” The patient states when the blot is a facsimile 
of reality and when it isn’t, or questions the examiner as to its real 
nature. Aita’ also speaks of the patient’s inflexibility and propen- 
sity for actual objects. Examples of literalness are “not really a 

. these are called . . . what is that? . . . are they imaginary? 
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. it couldn’t be anything . . . what is it supposed to be?. . . 
is that right? . . . it could be used as... . thatisa.. . how did 
they do this? . . . there isa... yes, that’s very good... .” This 
literal approach is a lack of flexibility, an inability to imagine vari- 
ous meanings or changing associations. This is probably the coun- 
terpart of clinical rigidity. These patients are people of habit and 
of routine who are more comfortable if a given relationship is al- 
ways that given relationship and if it is not complex. 

3. Inadequacy. The organic patient, more than any functional 
patient the writers have seen, is aware of his deficits. He realizes, 
at least in the early stages of organicity, that he can’t function as 
he once did. On the Rorschach he reveals his feelings of inade- 
quacy by remarks such as “I can’t imagine . . . I must be terribly 
stupid . . . I ean’t figure them out . . . I’m afraid I don’t know 
. . . [don’t know, I don’t know . . . my brain is going . . . I don’t 
remember . . . I used to know it. .. [have no idea... .” Clini- 
cally one sees this same inadequacy expressed if the patient feels 
safe with the listener. Often depression accompanies organicity, 
and this depression may be a reaction to the realization of deficit. 

4. Similarity. The organic patient is limited in the range of his 
ideas, consequently many blots or areas look to him like those he 
has just seen. He comments on their similarity by saying “same 
thing . . . pretty much the same . . . that’s another . . .also a 

. . more of those . . . they all look alike. . . .” Some of these 
remarks accompany perseverative concepts which are scored 
“Persev,” but more often these remarks are addresed to the ap- 
pearance of the blots. Similarity is seen indirectly in the paucity 
of trend and in the repetition which is obvious clinically. 

5. Personalization. The patient personalizes the test situation. 
He may be possessive toward the concepts, fancy naively that the 
test is an intimate game for two, or impart life and reality to the 
blots. Personalization is a step beyond literalness. He expresses 
personalization in comments like “my dog . . . that’s your bear 
on this card . . . you shaded that nicely . . . does it look like any- 
thing to you?. . . tome. . . I could have made these... .” 
This attitude is similar to the egocentricity seen clinically in these 
patients. The environment is self-referred, they are concerned 
about their own welfare almost exclusively, and they have a naive 
and childlike belief in the immediacy of what they experience, e. g., 
since the examiner brought the blots, the examiner must have made 
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them. No explanation of events is produced spontaneously which 
is complex or impersonal. 

6. Irritability. These patients become irritated occasionally 
by the test, probably because they are fatigued or feel inadequate. 
It was noted that inadequacy comments often preceded irritability 
comments. They show irritation by “perfectly hideous . 
you mean to tire me out . . . makes me sick to look at them. . . 
lot of junk to me. . . I don’t like puzzles... .” They are irrit- 
able clinically, with sudden outbursts of anger. These too may be 
due to fatigue, also to the frustration they must feel because of 
their restricted functioning. 

Table 7 shows a higher relative frequency of comments by the 
male patients than by the female. This cannot be explained by the 
degree of organicity. The men remarked in particular on their in- 
adequacy and irritability, which would suggest they are less ac- 
cepting of their impairments. 

It is difficult to say precisely how many of these comments had 
to be present in each case in order to raise the question of organ- 
icity in the writers’ minds. No one would be diagnosed organic 
simply because of such attitudes, but in reading the main record 
over, even four or five comments of this nature force one to exam- 
ine the content and Recap very closely. The actual mean number 
of comments is 8.7 for the group, but four or five are sufficient io 
instigate analysis by the other two steps. 

In summary, these organic patients’ attitudes toward the test 
are characterized, in order of frequency, by approximation, literal- 
ness, inadequacy, similarity, personalization, and irritability. The 
first three attitudes include 75 per cent of the comments. These 
six types of attitudes may be the counterpart of clinical behavior 
as follows: approximation (garrulousness) ; literalness (rigidity) ; 
inadequacy (feelings of depression); similarity (paucity of 
thought) ; personalization (egocentricity) ; and irritability (irrit- 
ability). 


Combining the Three Diagnostic Steps 


The writers use the Recap, content, and attitude together for an 
organic diagnosis, and they always start with content. If the con- 
tent suggests organicity, even remotely, the attitude, and then the 
Recap, are scrutinized in that order. If the content is severely 
organic, the Recap would be scrutinized to substantiate this im- 
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pression. It is difficult to assign weights to each step, but a rough 
estimate would be three parts Content, one part Attitude, two 
parts Recap. The content and attitude are studied practically si- 
multaneously and are not really differentiated during the process. 

The writers recommend that the protocol receive attention of the 
most serious variety if this technique is applied; and the protocol 
must be complete. They know of no case where organicity was 
apparent on the Recap where it was absent in the content or atti- 
tude. If one is dealing with two illnesses, and the second is an in- 
volved functional one, it can confuse the Recap so that the organic 
signs are not easily apparent. This is because the organic Recap 
is essentially an empty one. If the functional illness fills up the 
Recap, as it can in paranoid schizophrenia for example, it is diffi- 
cult to detect the emptiness below the functional disturbance. But 
ordinarily the Rorschach is more sensitive to the organic process 
than to the functional. The Recap will appear more organic than 
the patient will appear clinically, if the patient is suffering from a 
concomitant functional illness. In diagnosing, one must try to 
correct for that. A patient who looks, let us say, 75 per cent or- 


ganic and 25 per cent depressed on this Rorschach technique will 
seem clinically to be 50 per cent depressed and 50 per cent organic. 


CoNCLUSIONS 


The results indicate that the technique that has been described 
was correct in diagnosing organicity in 97 per cent of the cases 
reported, and the degree of organicity in 90 per cent of the cases. 
The test run suggests that few if any cases of clinical organicity 
would be missed. 

The conclusions of this study are that the Rorschach as used in 
this study: (1) is a reliable instrument for diagnosing organicity 
without knowledge of the clinical history ; (2) can detect organicity 
in functionally ill patients; (3) can differentiate accurately be- 
tween two degrees of organicity, “partial” and “widespread”; (4) 
can show the frequent existence of two concomitant but not neces- 
sarily related illnesses in the same patient, one organic and one 
functional. 

One implication of this study appears to be that the Rorschach 
could be an invaluable tool for detecting early organicity in other 
populations, using it as one would any laboratory test. This is 
quite apart from its usefulness in describing personality. It would 
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be limited to detecting early organicity which affects the personal- 
ity, but the need for diagnostic tests in that area has not been 
filled. The Rorschach seems to be particularly sensitive to organic 
effects and in such early cases it may prove especially significant. 


APPENDIX 
Definition of Scoring Symbols 
The scoring system is fairly orthodox, following Rorschach and 


using some of Klopfer’s scores. A few signs of pathology (“Sig- 
nificant Signs”) were developed from clinical necessity. 


R—Any response given in the Main, not in the Inquiry. 


P—The writers score P and a tendency toward P (=P). 

A tendency toward P is a Popular concept as given in Klopfer, 
which the patient has distorted in some major way. For example, 
a tendency toward P is scored when the animals on VIII are not in 
motion, or when they are seen in inappropriate color (F/C). This 
is not an O, as Klopfer prefers, but a basically popular concept 
seen in an unpopular way. In this paper only P was scored, not 
—>P. There were relatively few —P compared to the records of 
wholly functional patients. 


W, W%, and Dd—As given in Klopfer. 
The writers score S only when the major area of the concept is in 


the white space. They do not score DS or WS. Minor white space 
would be scored D or W. 


M, FM—As in Klopfer. 

Fm, mF—As in Klopfer. 
Fm = dog falling; mF =— water rippling. The subject of the 
motion is less precisely visualized in mF. 

F—As in Klopfer. 

Fdese—This is a response describing the objective properties of the blot, 
e. g., ‘‘This is symmetrical, with a duplication of properties.’’ If 


color is mentioned, it is scored C’dese or Cdese as the instance 
warrants. 


FC, CF, C/F—As the writers score it, they are rather strict. To get an 
FC, the response must be of excellent form level and rather spe- 
cifically described. For example, ‘‘yellow snapdragons’’ on Card 
X is ordinarily FC, as the form heve is excellent. ‘‘ Yellow 
flower,’’ to the same area would be CF;; ‘‘flower design’’ as a W 
on Card X would be C/F. 


PART 2—1954—G 
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C—Restricted to such completely formless color responses as ‘‘blood,’’ 
‘‘fire,’’ ‘‘sparks.’’ 


Cn, Cdese, Csym—aAs in Klopfer, perhaps stricter. The writers inquire 
on every remark to determine whether it is a true response. 
‘‘That’s lovely’? is a remark. ‘‘Such beautiful colors, would 
make a nice design for a dress’’ is Cdese. 

Fe, cF, Fk, kF, KF, FK—As in Klopfer. 

Content—Few content scores are used for ordinary responses. Scores such 
as sex, anatomy, blood, etc., are listed separately because they aid 
in picking up pathology. 

Significant Signs—The signs lumped together under this name are signs 
of pathology which have proved helpful. They are scored as in 
Klopfer, with a few additions. ‘‘Minus’’ is not given easily. The 
concept must be grossly different from the blot area to deserve 
‘*Minus.’’ No other examiner should be able to visualize it as given 
by the patient. ‘‘Odd’’ means a concept unlikely to occur in reality 
but whose form level is adequate. ‘‘Confused’’ means the patient’s 
explanation is confused although each part of the concept may 
have adequate form level. ‘‘Vague’’ is one step short of ‘‘Minus,’’ 
in which the concept either can be visualized only with consider- 
able stretching of the examiner’s imagination, or in which the de- 
fense in the inquiry is unusually meager. ‘‘P. R.’’ means ‘‘Per- 
sonal Reference,’’ where the patient says ‘‘a fur rug, like the one 
I have at home.’’ ‘‘Evasive’’ means just that, the patient delib- 
erately avoiding explaining his concepts. ‘‘Vague’’ is not based 
on evasion. It represents the patient’s inability to give sufficient 
evidence of an otherwise acceptable concept. In all these signifi- 
cant signs, a complete and careful inquiry is the erux of the 
whole matter. It is quite possible to give more than one of these 
Significant Signs to the same concept. ‘‘Confused’’ and ‘‘Odd’’ 
would be given to: ‘‘a dog—and there is a light on in his tail—no, 
that’s not right—oh, I don’t know—-but the light’s there.’’ This 
is not a Contam in the writers’ scoring, but an unlikely occurrence 
about which the patient is genuinely confused. 

F%—Includes F, F minus, and Fdesce. 


A%—Inceludes A, Ad, and Aobj. 


New York Hospital—Westchester Division 
121 Westchester Avenue 
White Plains, N. Y. 
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SOCIO-PSYCHIATRIC BACKGROUNDS AND TREATMENT OF SOME 
PSYCHOTIC WOMEN 


BY DORIAN M. ROSE, Ph.D., AND M. CATHERINE BUTLER* 
Section I. Socto-Psycuiatric BACKGROUNDS 
Statement of the Problem 


Although new methods of psychiatric treatment for the func- 
tional psychoses have been developed in recent years, it is a com- 
mon observation that some patients do not show improvement by 
those now in use." ? 

The present writers observed that a number of their young, 
chronic patients in treatment showed either long-standing histories 
of withdrawal patterns or many behavior disorders. The majority 
were diagnosed as schizophrenic; and although the rest pre- 
sented mixed pictures, there were obvious schizophrenic features 
in their disorders. During their hospitalization, it was observed 
that they were frequently failures in verbal psychotherapy, either 
because they were extremely withdrawn or because they used 
words to block therapeutic progress. In addition, it appeared that 
they seldom improved from the use of physical therapies, and, in- 
deed, an exacerbation of psychotic symptomatology followed, which 
led to serious administrative problems. 

Many of the chronic patients showed continuations of childhood 
disturbances such as those described by Geleerd.’ As she sug- 
gests, the differences between the disturbed behavior of some prob- 
lem children and that of adult schizophrenic patients may be only 
in a matter of degree. Certainly it is a very common clinical ob- 
servation* ° that the emotional reactions of many overtly psychotic 
patients are so immature that they are comparable to the feelings 
and actions of very young children. Despite the differences among 
young but chronically psychotic women that the writers were treat- 
ing, it seemed that one common factor was their immaturity in be- 
havior, emotional development and appearance. Thus, in this type 
of psychotic patient, one appeared to be dealing, in large part, with 
a lack of development. 

These chronic patients may be contrasted with individuals who 
have had acute psychotic breaks. The histories of the latter type 


*Miss Rose is a psychologist, and Miss Butler is educational director at Worcester 
(Mass.) State Hospital. 
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of patient characteristically indicated a reasonably normal de- 
velopment and the establishment of some satisfactory interpersonal 
relationships. The prognosis for them was good*® and present- 
day methods were appropriate for their social readjustment. 

If these impressions as to general immaturity of development 
are correct, they may be used to provide a basis for establishing a 
rationale and a method of treating the potentially chronic patient 
in order to avoid two of the difficulties so frequently seen: (a) 
“hospitalitis,”® a condition where a patient is initially at least par- 
tially accessible, but soon becomes markedly apathetic and nega- 
tivistic toward hospital personnel and routine, and (b) an attitude 
of resistance to therapeutic measures, and a lack of response to all 
attempts at therapy. 

The writers reviewed admission records for 18 years at Wor- 
cester (Mass.) State Hospital and found that 10 per cent of all the 
female patients committed to this hospital with a diagnosis of 
manic-depressive psychosis, schizophrenia, psychosis with psycho- 
pathic personality or undiagnosed psychosis are between 16 and 
20 years of age at admission. Each year, 43 per cent of this 16-to- 
20-year-old group of new admissions become chronic charges. This 
is 4.3 per cent of those admitted annually with functional disor- 
ders, and while not a large number, their care and treatment 
through the years involves a higher proportion of hospital cost 
than this number of admissions would warrant. In addition: there 
is the diversion of the administrative, psychiatric and medical 
staffs from the care of more prognostically favorable cases. 

Another way in which to estimate the scope of this problem is 
to ascertain the age on first admission of a number of chronically 
hospitalized patients. This datum was checked on a random sam- 
ple of 100 female patients with functional psychiatric disorders 
who were first admitted to any hospital before the age of 40. This 
excludes the involutional psychoses and disorders of later life. 
Twenty-five of these 100 patients were first committed to psychi- 
atric institutions between the ages of 16 and 20. 

In the first section of this paper, the writers will be concerned 
with the relationships between chronicity of hospitalization and 
the case history data of a group of women first hospitalized be- 
tween the ages of 16 and 20 years. The case histories of patients 
hospitalized for continuous periods of two or more years will be 
contrasted with those of patients who stay in the hospital less 
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than two years and who complete a successful year on visit.* In 
the second section, a rationale and method of treating young, 
adult, chronically psychotic women will be presented. 


Procedure 

To differentiate between the potentially chronic and acute pa- 
tient, the writers analyzed the psychiatric and social intake his- 
tories of 40 female psychotic patients who, upon admission to 
Worcester State Hospital, were between 16 and 20. These young 
women are divided into two groups: 20 patients hospitalized for 
two years or more (these women comprise the chronic group) ; 
and 20 patients hospitalized less than two years, who completed a 
successful year on visit (this is considered the acute group). Pa- 
tients found to be mentally defective by psychological tests were 
excluded, as were those with known neurological diseases. Forty 
patients with detailed intake social histories were selected. These 
histories had been obtained by interview and were recorded on the 
standard hospital form. The fact that this information was re- 
corded in a standard manner assured the writers that parallel data 
were obtained for all the patients. 

Obviously, social histories vary in adequacy and, since the writ- 
ers were particularly interested in childhood behavior, they se- 
lected only those cases which met the following predetermined cri- 
teria: 1. The history and informants must be considered reliable 
by the social worker. 2. The history must contain material from 
childhood. (Histories given exclusively by contemporaries—hus- 
bands or siblings—were excluded as well as histories of children 
who in later childhood were cared for by agencies, and those for 
whom no reliable early information was available.) 3. As far as 
possible, histories were selected which contained material from 
collateral sources, so the writers were not completely dependent 
upon the possibly selective memory of immediate relatives. 

For each group, equal numbers of patients were selected who 
were admitted within five-year periods between 1930 and 1949, so 
that the data would not be influenced by changing policies in the 
use of physical therapies and other treatment methods. 

Table 1 presents the outline used for collecting the pertinent data 
from the 40 cases. The data given in these records were accepted, 


*In the acute classification there are some patients who were subsequently hospitalized 
and who eventually became chronic. Half of the chronic patients were discharged after 
extended hospitalization ; the other half are still hospitalized. 
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and there was no attempt to re-interpret them. Wherever possible, 
collateral information, such as school records and agency reports, 
was used to supplement histories obtained from relatives. Col- 
lateral information was available for 14 patients in the chronic 
group and for 15 patients in the acute group. 

Table 1. Outline for Information from Psychiatric and Social Histories 





Diagnosis Length of Hospitalization Disposition Religion Marital Status 





I. Family background 
A. Parents—Native or foreign-born 
B. Members of immediate family psychiatrically hospitalized 
C. Members of immediate family in other institutions 
D. Number of siblings and patient’s position in family 
II. Patient 
A. Education 
1. Grades completed, failed, and skipped 
2. Difficult subjects 
3. Scholastic honors 
4, Schooling beyond secondary level 
Occupations—full or part-time 
Intellectual level (from tests only) 
Neurological and physical history. Date of onset of menses 
History of childhood difficulties 
1. Developmental retardation (walk, talk late—beyond 18 mos.) 
2. Feeding difficulties—fussiness, finickiness, refusal, vomiting, food fads 
3. Sexual difficulties—excessive masturbation, seductions in childhood, 
perversions, homosexual experiences, promiscuity 
. Elimination difficulties—soiling (after four years)—chronic constipa- 
tion or diarrhea—enuresis after six years 
. Sleep disturbances, nightmares, walking or talking in sleep 
. Relationships to siblings 
. Overly clean or very dirty 
. Inability to clothe themselves after the age of seven 
. Aggression 
a. Stubbornness, negativism, tantrums and disciplinary problems 
b. Destructiveness 
10. Play difficulties 
11. Sensitivity, modesty, extreme seclusiveness 
12. Other difficulties 
III. Psychiatric history 
A. Past 
1, Previous admission to hospitals or clinics 
2. Previous treatment for mental illness 
3. Precipitating cause for this admission 
4, Approximate length of time patient psychotic before this admission 
B. Treatment 
1. Physical—results 
2. Psychotherapy—results 
3. Case work and social placement—results 
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Results and Discussion 


On the whole, the groups were not differentiated in respect to 
religion. Almost half the members of each group were Catholic; 
half Protestant; and two individuals in each group were Jewish. 
The groups did not differ in respect to foreign extraction of par- 
ents (11 patients in each group had one or both parents foreign- 
born). All of the patients were native born. The two patient 
groups were not significantly different in terms of the number of 
patients who had relatives hospitalized for mental disorders. (Four 
in the acute group and three in the chronic group had parents who 
had been hospitalized at some time for mental illness.) Those with 
relatives who had committed suicide, who were alcoholic, or who 
had been in penal institutions, occurred too infrequently within the 
groups to be analyzed statistically. 

Six patients in the chronic group and four in the acute group 
came from broken homes. All but three of the patients had sib- 
lings, and there were no significant differences as to whether the 
patient was the oldest, youngest or intermediate in the sibling pic- 
ture. Six of the acute and seven of the chronic patients were the 
oldest siblings in their families; four of the acute patients and five 
of the chronic were youngest children. Only four patients were 
married, and they were in the acute group. 

As a whole, the patients in both groups had no friends of the 
opposite sex and were not employed full-time. The most frequent 
jobs reported were those of baby-sitting and housekeeping. In 
approximately one-half the total number of patients, catamenia 
occurred at 13 years, and this did not differentiate the groups. 

Table 2 indicates the patients’ diagnostic categories. It will be 
observed that the majority in both groups were diagnosed as 
schizophrenic with a preponderance of hebephrenic patients in the 
chronic group. The manic-depressive disorders occurred only in 
the acute group, while those diagnosed as psychosis with psycho- 
pathic personality occurred only in the chronic group. The three 
remaining patients had very clear schizophrenic coloring in their 
disorders, and all three had seizure-like states for which no organic 
basis could be found. 

From inspection of the table it is evident that if the diagnostic 
categories are divided into those which are more favorable (cata- 
tonia, schizophrenia other types, and the manic-depressive dis- 
orders) versus those which are more unfavorable prognostically 
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Table 2. Diagnostic Categories 








Psychiatrie groups 
Diagnosis Aeute Chronic Chi-square P 





Schizophrenic disorders 
Hebephrenie 
Catatonic 
Simple 
Paranoid 
Other types 
Manic-depressive disorders 
Psychosis with psychopathic personality 
Undiagnosed psychosis 
Psychosis with convulsive disorders* 
Diagnostic categories usually considered favorable 
for prognosis 
Diagnostic categories usually considered prognos- 
tically unfavorable 


Kee rR OOF KF 








*This patient had no demonstrable neurological involvement and had a negative electro- 
encephalogram. 

**The method of statistical treatment we have chosen is that of chi-square with Yates’ 
correction for continuity. When any marginal total was less than 10, the exact treatment 
for obtaining the probability value was used. Use of the latter method will be noted 
in the text. 


(hebephrenia, simple and paranoid schizophrenia, and the psychop- 
athies), the acute group has significantly more favorable diagnoses 
than does the chronic group. There would appear to be a signifi- 
cant relationship between the social history and diagnostic cate- 
gories. Such relationships would be an interesting problem to in- 
vestigate more fully. In addition to the social histories, the psy- 
chiatric histories of the 40 patients were also investigated. Table 
3 gives a summary of the pertinent psychiatric data. 

Although some of the 20 chronic patients reported as mentally 
sick for some time had never been taken to a clinic or hospital for 
help, 10 of them had been sent for psychiatric observation previ- 
ous to commitment to Worcester. Six had been sent to out-patient 
departments of hospitals and guidance clinics where they were 
deemed unacceptable for treatment because they were too dis- 
turbed. Seven chronic patients had been sent to mental institutions 
where they were not kept beyond the observation period because 
the hospitals felt their facilities were inappropriate for treating 
children. In addition, two other chronic patients had custodial care 
before commitment to Worcester. All told, eight of the chronic 
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patients were diagnosed as psychotic by hospitals or clinics prior 
to their current admissions.* 


Table 3. Data from Psychiatric Histories 





Psychiatric groups 
Item Frequency Acute Chronie Chi-square P 





Observation in clinic 
or hospital prior to Observation 10 5.87 .02 
hospitalization No observation 10 
Time sick before hos- 1 year or less 4 14.4 
pitalization* Over one year 16 
Precipitating cause Present : 1 12.84 
for present hospi- Absent 19 
talization 
Physical therapy Recommended 
Not recommended 
Improvement with Improved 
physical therapy Unimproved 
Psychotherapy Recommended 
Not recommended 
Acceptance of psy- Accepted 
chotherapy on visit** Not accepted 





*Cutting point is at the median of the combined groups. 
**On two acute patients, this information is ambiguous. 


The median age of initial institutional observation in chronic 
patients was 14 years, and three of these patients had been put 
under observation before the age of 12. 

Eleven of the chronic patients had been sick for five years or 
more before admission to this hospital. As Table 3 shows, the 
chronic patients were ill significantly longer than the acute pa- 
tients before they were committed to a hospital. 

Thirteen of the acute patients and one chronic patient showed 
well-defined precipitating causes involving obvious changes in in- 
terpersonal relationships or severe physical illness. For example: 
A father was hospitalized with a severe heart attack; a patient who 
had been promiscuous developed a severe pelvic inflammation; and 
a woman with an irresponsible husband was delivered of an un- 
wanted baby. The presence of these types of precipitating causes 
was significantly higher in the acute group. Most of the histories 
of the chronic patients indicated the presence of behavior prob- 
lems for many years, and as the management of these children be- 


*Some patients had been sent to both out-patient clinics and hospitals and are in- 
cluded in the foregoing figures. 
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came increasingly difficult, they were taken to clinics and guidance 
centers for evaluation. 

It was found that the majority of these patients had been recom- 
mended for therapy. Nineteen in the acute group had had either 
physical or psychotherapy, or both; 18 improved with these pro- 
cedures." 


Table 3 shows that although there was little difference in the 
number of patients recommended from each group for physical 
treatment, there was a significant difference in responsiveness to 
physical therapy, chronic patients tending not to respond to such 
treatment. Hoch and Zubin? have commented that the physical 
therapies are contra-indicated for patients who have had long- 
standing psychotic illnesses. 


The number of chronic patients recommended for psychotherapy 
as compared with acute patients is significantly different. Only 
one chronic patient showed improvement with psychotherapy, 
while 13 of the acute patients were adjudged to have improved as 
a result of psychotherapy. Apparently, the patient who will be- 
come chronic is not able to utilize psychotherapeutic interviews. 
The chronic patient also tends to refuse therapy, even when on 
leave from the hospital. 

It would seem that the patients who will later be discharged are 
able to form some positive relationships with hospital personnel, 
and are able to utilize available resources, while the chronic pa- 
tients tend to avoid constructive relationships within the hospital 
setting. 

Table 4 presents the patients’ intellectual levels as determined 
from psychological tests. It is apparent that the two groups did 
not differ in the intelligence scores that they obtained. In addi- 
tion to the 16 patients tested, four in the chronic group were re- 
ferred for testing, but tests could not be completed because of the 
psychiatric condition of the patients. However, the psychologists 
judged that, on the basis of the results that were obtained, the 
patients were not defective. The nine untested patients in the 
acute group were not referred for psychological testing because 
there was no clinical question of their intellectual adequacy. If one 

*It is difficult to ascribe improvement either to the use of physical or to that of psy- 


chotherapy, since both were used in most of the acute cases. In fact, in the acute group 
prognosis with or without therapy is known to be good. 
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searches for some of the reasons for questioning the intellectual 
levels of these patients, one may turn to their educational back- 
grounds. 


Table 4. Results of Intelligence Tests 





Psychiatric groups 
Intellectual level Chronic 





High average and above 
Average 
Low average 





Table 5 shows that there is no significant difference in the edu- 
cational attainment of the acute or chronic patient, but there is a 
significant difference in the number who failed a grade or more 
during the first eight years of school. 

By the use of Table 1 it was relatively easy to determine the oc- 
currence of common childhood difficulties and many of these diffi- 
culties were frequent enough to merit statistical evaluation. 


Table 5. Educational Achievement for Chronic and Acute Patients 





Psychiatric groups 
Education Achievement Acute Chronic Chi-square P 





Years of schooling Grade 1-8 7 2.14 .20 
9 or higher 13 
Failures of one or Failures 10 6.16 01 
more grades _ in No failures 10 
years 1-8 





The data on childhood difficulties are presented in Table 6. They 
indicate that childhood difficulties were reported significantly more 
often among the chronic patients. Absence of childhood difficul- 
ties was reported for nine cases in the acute group, whereas the 
fewest difficulties reported for any individual in the chronic group 
were three. The median number of difficulties for th chronic group 
was eight, for the acute group, two. 

Among the differentiating traits were those involving what we 
eall oral difficulties. None of these traits viewed individually— 
thumb-sucking, food finickiness, vomiting in childhood—occurred 
frequently enough for statistical analysis, although they were out- 
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standing in their persistence and severity in the individuals in 
whom they occurred. Their incidence differentiates between the 
acute and chronic groups with chi-square of 6.58. This has a 
probability value beyond the .01 level of significance. These re- 
sults may be interpreted to mean that chronic patients had more 
oral difficulties in early life, a supposition that fits well with dy- 
namic theories of the psychoses®** or that their parents were more 
disturbed by these difficulties and so reported them more fre- 
quently. 


Table 6. Childhood Difficulties 








Psychiatrie groups 
Difficulties Frequency Acute Chronic Chi-square P 





* Total number* of - 16 2.1% <.001 
difficulties 6 and over 4 16 
Oral difficulties Presence 1 9 5 >.01 
Absence 19 11 
Enuresis** Presence 0 7 .024 
Absence 13 
Stubbornness, nega- Presence 10 
tivism, tantrums Absence § 10 
Play difficulties Presence 2 15 
Absence +) 
Sibling rivalryt Presence 
Absence 
Seclusiveness Presence 
Absence 
Shy, sensitive Presence 
Absence 








*The cutting point between five and six traits was determined by the median of the 
combined groups. 

**P is computed by the exact method. 

tOmitting three only children. 


Soiling is so infrequent that it cannot be used to differentiate 
the groups. The more common difficulty, enuresis, did not con- 
tinue beyond school age in the acute patients, but continued in 
seven of the chronic patients until puberty. It is obvious that enu- 
resis must be a significant factor in differentiating these groups. 
In order to demonstrate this point, the chi-square was computed, 
using the exact method; this yields a probability of .024. 


Half of the chronic patients showed patterns of extreme aggres- 
siveness in childhood; they were described as stubborn, negativis- 
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tic, and had tantrums. Aggressive patterns of behavior occurred 
significantly less often in the acutely ill patients. 

The two items in childhood which best differentiate the groups 
were play difficulties and sibling rivalry. The probability that 
these factors distinguished between the two groups was statisti- 
cally significant at the .001 level or better. There appeared to be 
two kinds of play disturbances among the chronic patients. There 
were those in which the children played alone or immaturely, and 
those in which they were extremely aggressive with their play- 
mates and instigated fights. By sibling rivalry was usually meant 
that the patients were extremely aggressive or envious of their 
siblings. In some of the chronic cases, this rivalry was aggressive 
to the point of physical injury. The chronic patient had difficulty 
in getting along not only with adults, but also with peers. 

The chronic patient was significantly more seclusive in childhood 
than the acute patient. In contrast, shyness and sensitivity at this 
period does not significantly differentiate the acute and chronic 
groups. 

Inspection of the social histories suggested that there was more 
than one type of history for the patient who became chronically 


hospitalized. One group had positive histories of oral difficulties, 
while the other evinced negative histories of these difficulties. 
Those with oral difficulties had no histories of aggressiveness; 
those without oral difficulties had histories of aggressive behavior. 
Table 7 demonstrates that oral difficulties and aggressive be- 
havior patterns are negatively related to a significant degree, 
P = .0006. 


Table 7. History of Extreme Oral Difficulties Versus Aggressiveness in the 
Chronic Patient 





Oral difficulties 
Aggressiveness Frequency Present Absent a 





Stubbornness, nega- Present 8 .0006 
tivism and tantrums Absent 1 





*P is computed by the exact method. 


To describe these types of chronic patients further, the incidence 
of some frequent behavicr patterns reported in the social histories 
was tabulated. Thus, as Table 8 shows, the patient with oral diffi- 
culties may be described as a seclusive, overtly non-aggressive child 
who either played at an immature level or alone. Sometimes these 
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children developed serious mental symptoms such as depressions, 
over-religiousness, and ideas of poisoning. Usually they did not 
fail in the primary grades in school, and indeed some of them 
gained scholastic honors in high school. 


Table 8. Patterns of Behavior for Chronic Patients with Oral Difficulties Versus Those 
Showing Extreme Aggressiveness 





Oral Negativism, tantrums 
difficulties and stubbornness 
Childhood behavior patterns (n=8) (n=10) 





Seclusiveness 7 
Serious mental symptoms + 
Lack of overt aggressiveness and expressed feel- 
ings of inadequacy 
Delinquent patterns 
School records 
Non-readers 
Disciplinary problems 
Failures in primary grades 
Among first five on honor roles in high school 
Play patterns 
Solitary or immature 
Aggressive and provocative ..........ssee0. 
Patterns in which the two groups do not markedly 
differ 
Enuresis 3 
Sibling rivalry 8 











The patients showing the extremely aggressive behavior pat- 
terns tended to be non-readers and disciplinary problems in the 
schools. They repeated the primary grades, possibly because read- 
ing is frequently the only promotional subject in these years. Their 
play disturbances often revolved around their aggression and 
provocation toward their playmates. With this aggressive back- 
ground they tended to develop some delinquent behavior, although 
today these patients are considered psychotic rather than delin- 
quent or psychopathic. 


SuMMARY 

The chronic patient presents a history of many behavior diffi- 
culties from a very early age; there are particular indications of 
early feeding difficulties, extreme aggressiveness, inability to es- 
tablish routine habits, and school difficulties. The onset of the dis- 
ease is not marked by any one factor and often the illness is be- 
haviorally manifest in early puberty when the longstanding prob- 
lems of childhood become more intolerable to the community and 
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the home. Conversely, the acute patient is distinguished by a his- 
tory of a relatively normal childhood and an even progress in 
school. In the acute cases, the onset of the disease seems to be 
precipitated by a definite psychologically disturbing event. 

These results with the chronic group of patients are consistent 
with Geleerd’s observations.’ These patients’ social histories in- 
dicate a continuation, in undisguised form, of early parent-child 
conflicts. The results suggest that the families of the chronic pa- 
tients were unable to provide even minimal affection and security 
for their children. Patients who, upon admission, have a poten- 
tial for chronic hospitalization often reflect early unsatisfied needs 
in an exaggerated form. The behavior patterns of chronic groups 
are consistent with the theories of psychosis which stress the im- 
portance, in the appearance of a psychosis, of the pre-verbal de- 
velopment of the child. Many of these chronic patients show lit- 
tle evidence of ever having progressed beyond very early levels of 
development, while the acute patient seems to show a relatively 
normal level of development. During such a patient’s illness, re- 
gressive features become apparent in an otherwise well-organized 
person. 


Section Il. A RationaLe anpD TREATMENT METHOD FOR 
CHRONIC PATIENTS 

The goals which the authors have set for themselves in treat- 
ing patients who have had behavioral difficulties since early child- 
hood are threefold: first, to alleviate the overt symptomatology ; 
second, to help the patient achieve some insight into her adjust- 
ment difficulties; and third, to assist in her rehabilitation in the 
community, and help her to use her new tools of adjustment. We 
attempt to deal primarily with the first two. The overtly psychotic 
phase of an illness, even with a chronic patient, may often be 
quickly resolved by contact with a therapist.* Treatment of psy- 
chiatric difficulties after the obvious psychotic manifestations have 
disappeared from behavior is often a long, slow process which 
need not be continued in an institutional setting. Most chronic 
patients need help to re-establish acceptable social patterns, al- 
though it is difficult to get them to continue with psychiatric help 
after being released into the community.* 

*The problem of continued psychiatric help in the community is a difficult one. In 


some cases, however, the authors have been successful in getting the patient to continue 
voluntarily with this kind of help. 








DORIAN M. ROSE, PH.D., AND M. CATHERINE BUTLER 291 


Some of the psychotherapeutic techniques used with adult psy- 
chotic patients appear to have many similarities to the techniques 
reported for disturbed children by Bettleheim,’ and Redl and Wine- 
man.” Therapists who take patients into their homes cre- 
ate therapeutic milieus, and report striking results with chronic 
patients.” ****"* As in the treatment with children, these milieus 
either actually or symbolically satisfy the patients’ early needs, 
and difficulties may be handled by on-the-spot discussions, which is 
much the same as “marginal” interviewing.” *° This has been de- 
fined as a conversation between participant observer and patients 
which “is interpretive in character but does not need to interfere 
with the momentary activity of the group or individual.’® The 
level of interpretation in marginal interviewing with children is 
apparently very similar to what Semrad”** has called “appropriate 
comments” in his discussion of group therapy. In both cases, sup- 
portive comments are made to indicate the therapist’s understand- 
ing of the patient’s behavior. 

It would seem that two requisites which facilitate psychological 
treatment of the psychotic are first, the acceptance and satisfac- 
tion of the patients’ early needs, and second, discussion of diffi- 
culties at the moment they occur, because psychoties frequently 
distort or forget an event once it has passed.*° 

Therapeutic milieus outside of specially designed settings are 
very difficult to achieve. Patient government, small wards with 
specially trained personnel, and the conference method of handling 
administrative problems*®’”** are all attempts to create institu- 
tional situations in which patients can thrive. These techniques 
involve adjustments of the environment and it is expected that, by 
planning and programming, the environment will perform a thera- 
peutic function. However, in large institutions these methods are 
difficult to maintain because of large patient populations, compara- 
tively small staffs of attendants, antiquated physical conditions, 
and the excessive case loads carried by the professional staff. 

It has already been indicated that some kinds of patients are pre- 
disposed to become chronically hospitalized in the large institu- 
tional setting. In order to treat these patients it has been found 
necessary to design additional techniques of treatment. One 
method now in current use in large institutions” is that of group 
psychotherapy. By this method, the professional staff can treat 


PART 2—1954—H 
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a larger number of patients than would be possible with individual 
therapy, and this is an important consideration where the case 
load is heavy. An important element in this mode of treatment 
is that group membership may offer to the patient some advant- 
ages which are not available through individual treatment. 

The writers are thinking particularly of the immature patient 
who is especially confused and frightened by being in an institu- 
tion. Group treatment is unique in that it provides varied oppor- 
tunities for interaction among people. Such interaction may be 
utilized therapeutically by the technique of the appropriate com- 
ment or by marginal interviewing. In addition, a group may give 
a patient protection against the therapist, or it may, by the per- 
missive atmosphere of the group, permit the patient to bring up 
subjects that she would be too timid to discuss with the therapist 
in individual interview. A patient once pointed out that the action 
of the therapist toward others in the group who were provocative, 
confused, or assaultive reassured her that if she were to act in the 
same manner, she would not be in any danger of retaliation from 
the therapist. 

The use of play technique in treating adult psychotics has also 
been suggested.* *® Since with psychotic patients much that is sig- 
nificant in therapy proceeds on a non-verbal level,** play tech- 
nique may be extremely useful in approaching the patients who 
are resistive to verbal communication, as well as with those who 
convey their feelings and attitudes better in a non-verbal fashion. 
The use of play as a method of expression may circumvent many 
of the difficulties of verbalization for the chronically ill patient. 

Previous studies of play constructions with adults* * agree that 
both normal and psychotic adults do not consider them childish. 
Our particular approach to therapy with the younger chronic pa- 
tient borrows from all the studies mentioned in the foregoing. 
What is to be reported here is the use of play in a group setting. 
By using this technique, the writers attempt to create a “part- 
time milieu,” an atmosphere which is conducive to growth for the 
patients. 

There is very little in the literature regarding the use of play in 
a group setting with adolescents. There is some discussion by 
Axelrod, Cameron and Solomon™ and Gabriel” about the level 
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of play in the tfeatment of adolescent girls, although this was not 
a salient feature in their method. They remark that at the be- 
ginning of treatment, play was of an immature variety and often 
of a solitary nature. In general, the literature indicates that with 
psychotic patients, disturbed adolescent girls, and normal sub- 
jects, play can be placed on a continuum which roughly parallels 
its developmental sequence in normal children. The writers’ own 
clinical experience with chronic patients suggests that they are 
unable to play in the conventional sense. It is felt that they are 
either at a pre-play level of behavior or are too anxious and too 
inhibited to move. For withdrawn patients to move freely about 
the room represents an advance, as does finding an extremely over- 
active patient sitting quietly. The earliest recognizable play be- 
havior that the writers have seen is at a very simple level: rolling 
a ball across the floor to another person, playing catch, or sorting 
crayons or paper according to hue. Despite treatment for a year, 
play in a chronic group has progressed very little beyond this 
level. With a group of adolescent girls, play progressed in a year 
from solitary play to group games, such as rummy and monopoly. 

There are practical considerations in conducting an adult play 
group in an institutional setting. The writers have stressed the 
fact that attendance at the sessions is on a voluntary basis, and 
have depended somewhat on the pleasantness and relaxed at- 
mosphere of the group room to minimize absenteeism. Equipment 
must be chosen which allows for maximum flexibility in its use and 
which is appropriate over wide age ranges, because the group pro- 
gresses, and individuals in the group vary in the nature of their 
play. All the play materials are expendable, such as sponge rub- 
ber balls, finger paints, wooden doll houses. Items are selected 
which are sturdy, simple to operate and do not encourage frustra- 
tion. These kinds of materials will take a great deal of abuse and 
will still be available from session to session. New materials are 
added as their necessity becomes obvious. Furniture was chosen 
deliberately that could not be thrown, although it is readily mov- 
able. 

Two therapists meet with a small group (usually the group mem- 
bership is between four and eight) of chronic patients. The writ- 
ers have found the presence of two therapists necessary because a 
patient may decide to leave the room and must be accompanied by 
an employee, or a patient may have to be removed temporarily 
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from the group situation. Both therapists act as participant 
observers.* One of the advantages of this joint method of treat- 
ment is that one therapist may be aware of reactions in the group 
which escape the other therapist. In this way, situations may be 
avoided which would be difficult to handle. The rapidly shifting 
groupings and interactions make it impossible for one therapist to 
grasp, and react to, all the situations which arise. 

There are at least three obvious pitfalls in using co-therapists. 
First, the therapists may “act out” toward each other, because of 
unresolved personal difficulties ; second, one or both therapists may 
side with particular individuals in the group; and third, one ther- 
apist may reinforce either the negative or positive attitudes of the 
other therapist. Despite these difficulties, it is felt that two par- 
icipant observers are necessary for small groups of chronic pa- 
tients; only continued experience, however, can tell us how effec- 
tive this method will be. The present feeling is that the advant- 
ages far outweigh the disadvantages in the treatment of chronic 
psychoties. 

Wide limits of social behavior are permitted the members of the 
group; however, once set, they are strictly enforced. These limits 
exclude any act by which a patient may injure either herself or 
other members of the group. Other groups have been tried with- 
out setting appreciable limits, but this led to disintegration of the 
group without therapeutic benefit. Patients often give vent to 
very primitive feelings, and are allowed to do so. For example, if 
a patient urinates on the floor, it is essential that this patient be 
accepted at her behavioral age, while recognizing that there may be 
hostile intent in the act; as therapy progresses, pressure is exerted 
toward more socially mature levels of adjustment. Extreme tem- 
per outbursts necessitate removal from the group situation, not 
only to prevent injury to the patient and to others, but also to pre- 
vent an outburst by all the patients. It is important to the patients 
that limits of behavior are clearly set and kept, for then the ther- 
apist becomes predictable, not erratic, and permissive, not weak. 
As therapy progresses, the patients’ verbal reactions take an in- 
creasing proportion of the treatment time. With this develop- 
ment, the opportunity for “appropriate comments” by the ther- 
apists increases. 

*Others have recently reported on treatment of groups by two therapists—this is called 
the method of co-therapists. 
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In summary, the writers believe that it is possible to meet the 
difficulties involved in the psychological treatment of chronic psy- 
chotice patients. They have found that the technical problems 
within an institutional framework can be overcome. It is feasible 
to establish a “part-time milieu,” using play as the primary me- 
dium of treatment. The selection of patients can be made, using 
as criteria their manifest behavior problems, many of which have 
existed since early childhood. This method of treatment, the writ- 
ers feel, permits the institution to avoid the accumulation of young, 
custodial patients with psychotic disorders. The appropriate cri- 
teria for selecting patients for group play have been set forth in 
Section I. As noted there, this type of patient needs more than 
present routine psychiatric procedures. 


Departments of Psychology and Educational Therapy 
Worcester State Hospital 
Worcester, Mass. 
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REVIEW OF LEGISLATION FOR THE YEAR 1954 


BY E. DAVID WILEY, LL.B. 


The 177th regular session of the New York State Legislature, 
March 20, 1954, was slated, before it convened, for delberation on 
March 20, 1954, was slated, before it convened for deliberation on 
matters of unusual public interest in the moral, social and economic 
fields. Not all of these resulted in new law, as for example the 
proposal for compulsory automobile insurance; but among the 
proposals actually adopted—and of interest to state government 
personnel—were: a Code of Ethical Standards governing the con- 
duct of public officers; laws providing for comprehensive regula- 
tion of racing and covering participation of public and party offi- 
cers therein; and the first state law to regulate the conduct of in- 
vestigations, a Code of Fair Procedure for investigating agencies. 

The Legislature took important action in the field of mental hy- 
giene and health. The Department of Mental Hygiene directly 
sponsored eight bills, five of which were enacted into law, while 
three failed of passage. In addition to the bills sponsored by the 


department, there were 10 enacted into law that directly affected 
the department and about which the department took official ac- 
tion, either by participation in preliminary conferences, in drafting 
or in submitting memoranda for their support. 

The following notes on legislation affecting the department are 
grouped, as in previous years, under “Appropriations,” “Mental 
Hygiene,” and “Related Statutes.” 


APPROPRIATIONS 


Nearly one-third of the total 1954-55 state purposes budget— 
exclusive of capital expenditures and of local assistance—is de- 
voted to the state’s present 27 mental institutions, and its mental 
hygiene program. Governor Dewey stated in his budget message 
to the Legislature, “In my annual message I pointed out that the 
patient population is increasing at a net rate of 3,000 each year. 
To a large degree this expanding population is responsible for the 
recommended increase in the appropriation, a substantial portion 
of which will be used to provide staff for new facilities to be made 
available during the coming fiscal year and to provide additional 
personnel in those institutions where an urgent need exists.” 
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For the purposes of the department and its institutional system 
there was appropriated under Chapters 41, 44 and 281 the sum of 
$210,800,000. This covers funds for support and operation of the 
department, its institutions and programs as well as for certain 
capital projects, equipment and rehabilitation. Included also in 
this sum is an estimated $12,500,000 for emergency compensation 
payments. Not included in this figure, are appropriations of $475,- 
000 for the new Community Mental Health Service to go into effect 
October 1, 1954; $120,000 for continuation by the Mental Health 
Commission of the experimental chronic alcoholic clinics ; and $50,- 
000 for establishment of experimental classes for severely retarded 
children (Chapter 373). 

Administrative services of the department to the amount of $2,- 
503,030 are provided for in the $210,800,000 appropriation. The 
sum of $587,993 is provided in this appropriation for certain work 
of the Mental Health Commission, which will continue the stipend 
program for training selected professional personnel. The com- 
mission’s contracts with Roosevelt and Ellis hospitals will be re- 


negotiated ; current studies to determine the extent of the problem 
of education or training for retarded children, will be continued, as 
will the study of persons convicted of crimes involving sex aber- 
rations. 


The governor paid special note in his budget message, to several 
items included in the administrative services of the department. 
He said: “The after-care clinics in the New York metropolitan area 
are one of the significant accomplishments of the Department of 
Mental Hygiene in recent years. . . . Because of the constructive 
accomplishments of these clinics, the program should be broadened 
and I recommend an increase of $150,603 in the appropriations to 
bring it to $229,310.” Concerning another such item, the message 
noted: “In order to improve the patient release procedures in 
state mental hospitals, I am recommending an appropriation of 
$164,000 to provide, during the coming fiscal year, for additional 
psychiatric personnel to undertake a more thorough screening of 
patients for release. More patients may well ke released through 
this procedure. At the same time we hope thai the public will be 
better protected by the continued hospitalization of those patients 
whose release might be a threat to the safety of the community. In- 
cluded in this appropriation are funds for operation of a colony 
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facility for adolescent, hospital patients, so that they might be bet- 
ter adjusted to community life while still under the supervision of 
the department.” 


Operating funds for institutions amount to $117,778,102, an in- 
crease over last year of $927,155. This appropriation is divided 
into a personal service fund of $82,055,392, an increase of $4,627,- 
000 over last year, and a maintenance and operation fund of $35,- 
722,710, which is $3,700,000 less than last year. New positions de- 
serving special mention under the personal service category are 
provisions for resident chaplains, for the staffing of three new 
buildings that are to be opened, for additional positions for me- 
chanics recommended by a survey made several years ago, and 
for adjustment of ward service ratios in some of the state schools. 
Interest in research is reflected in appropriations within the main- 
tenance and operation fund of $303,065 for research projects at six 
institutions: the Psychiatrie Institute, Creedmoor, Rockland and 
Manhattan state hospitals, Letchworth Village and Craig Colony. 
The sum of $1,965,000 is provided for payment of board of an es- 
timated 2,300 patients in family care. 


Capital construction projects contingent upon approval, which 
was given at the November 1954 election, of a $350,000,000 mental 
health bond issue by the voters amount to $72,851,500. 


Governor Dewey said in his budget message, “With our mental 
hygiene institution population growing at a rate of 3,000 a year 
and our buildings already overcrowded, we cannot put off until to- 
morrow construction that is needed now. . . . Included in the $65.4 
million [The figure of $65,404,500.00 in the original budget was in- 
creased by $7,447,000 in the supplemental budget, making a total 
for capital construction of $72,851,500*] recommended is $10.0 mil- 
lion for the acquisition of property and for the starting of con- 
struction of four new institutions—two hospitals for the mentally 
ill and two State schools for mental defectives. One of the hospitals 
and one of the schools are needed in the New York metropolitan 
area.” (Governor Dewey announced in a news release in July 1954, 


the selection of a 124-acre site for a new mental hospital in the 
Bronx." ) 


*Author’s note. 
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Other important work to be provided out of the capital construc- 


tion fund is: 

Staff housing $1,000,000 

A continued treatment building at Buffalo for 550 patients 4,900,000 

A medical-surgical building at Harlem Valley for 700 patients 

A building for 550 disturbed patients at Kings Park 4,600,000 

Continuation of replacement of facilities at Manhattan State Hospital, 
supplementing $17,000,000 appropriated in previous years 13,500,000 

An infirmary building for 240 boys at Newark 1,750,000 

Two infirmary buildings each for 120 male patients at Craig Colony 2,000,000 

Two cottage-plan children’s units of 400 beds each 7,000,000 


The governor said of the last children’s-unit item, “The two new 
units that are recommended will be located on the grounds of exist- 
ing State hospitals, at a distance from the hospitals themselves but 
accessible to service facilities. Separate names not identified with 
the present institutions will be given to these units. The children 
eared for in these units will be given vocational training and educa- 
tion to effect the greatest possible rehabilitation.” 


MeEntTAL HyGienE 


Chapter 10 adds Article 8-A to the Mental Hygiene Law, author- 
izing the establishment of community mental health boards by 
counties and cities to provide the framework for the development 
of preventive, rehabilitative and treatment services and the im- 
provement and expansion of existing community services. These 
boards will have the power to establish psychiatric clinics; to de- 
velop mental health services for schools and courts; to provide in- 
patient services in general hospitals for short-term treatment or 
observation ; to establish rehabilitation services for those who have 
been mentally ill, and to devise such other mental health services 
as may be of value to the community. State aid is provided to help 
finance the cost of the services equal to 50 per cent of approved 
expenditures up to a limit of $1 per capita for the population of 
the local. unit of government. Community boards must submit 
plans for mental health services to the commissioner of mental hy- 
giene for approval. The commissioner must review the work of 
the boards, make regulations for the grant of financial assistance, 
and formulate standards of equipment, service, personnel and ad- 
ministration of the mental health work of the localities. Chapters 
145 and 805 make a number of amendments of Article 8-A as added 
by Chapter 10. 

Chapter 167 amends Sections 74 and 124 of the Mental Hygiene 
Law to delete the requirement that a relative or committee to whose 
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care and custody a mentally ill or mentally defective person is cer- 
tified, transmit a copy of the certification papers to the department. 

Chapter 197 amends Section 3 of the Mental Hygiene Law in re- 
lation to the qualifications of the commissioner and repeals Section 
3-a. This amendment returns to Section 3 the requirements that 
the commissioner be a medical pra¢titioner with experience in psy- 
chiatry and mental institution administration, which was in part 
deleted from the section by Chapter 691 of the Laws of 1943. See- 
tion 3-a also provided for a medical director in the department (a 
position also added by Chapter 691 of the Laws of 1943) but this 
provision was never invoked. 

Chapter 368 amends the New York City Administrative Code 
extending the time to 1959 for the state to remove patients from 
that portion of Ward’s Island which is eventually to be turned over 
to the City of New York for park purposes. 

Chapter 428 amends Sections 7, 32, and 48 of the Mental Hygiene 
Law in relation to the duties of the commissioner and boards of 
visitors with-respect to submission by the commissioner of prelim- 
inary plans for major construction and alterations of state insti- 
tutions to the boards of visitors and the submission of opinions 
and suggestions thereto by the boards. Section 127 of the State 
Finance Law is also amended by this chapter in relation to such 
plans. The provisions of Section 48 of the Mental Hygiene Law, 
largely in duplication of or at variance with, the controlling pro- 
visions of the Public Buildings Law and the State Finance Law are 
deleted, and only such provisions as are not found elsewhere in 
the law are retained. 

Chapter 536 amends Section 27 of the Mental Hygiene Law, mak- 
ing comprehensive changes in the qualifications required for cer- 
tification by the Board of Psychiatric Examiners of qualified psy- 
chiatrists. Various ways to be qualified under the previous law 
are eliminated, and, in their place, is provided the basic qualifying 
condition of five years’ training and experience in the care and 
treatment of persons suffering from mental disorders—this train- 
ing and experience to be approved by the board. 

Chapter 553 amends Section 70 of the Mental Hygiene Law to 
provide for admission of alleged mentally ill incompetent veterans 
to United States veterans’ hospitals. Previously there was no au- 
thority for this in the Mental Hygiene Law, although the Civil 
Practice Act made such provision. 
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Chapter 803 amends Section 136 of the Mental Hygiene Law, cor- 
recting the title of the Albion State Training School, and deleting 
reference to the Woodbourne Correctional Institution, which has 
not been used for the care of mental defectives for many years. 

Two of the department’s proposals for amendments to the Men- 
tal Hygiene Law failed of passage. 

Senate Print 1963, Assembly Print 1983 proposed to amend Sec- 
tion 8 of the Mental Hygiene Law to permit the commissioner to 
inspect facilities believed to be psychiatric clinics but not licensed 
as such, as required by the Mental Hygiene Law. This bill passed 
the Senate but was blocked in the Assembly. 

Senate Print No. 1783, Assembly Print No. 1986 proposed to 
amend Sections 71, 122 and 152 of the Mental Hygiene Law to re- 
duce the minimum age for admission of a mentally ill person, a 
mental defective or an epileptic upon his own voluntary applica- 
tion from 21 years to 18 years. This bill was held in the Senate 
Finance Committee. 


RELATED STATUTES 


Chapters 8 and 9 authorize a $350,000,000 bond issue for the con- 
struction of mental hospital facilities subject to approval by refer- 
endum (and so approved in November) and for the use of funds 
in the war bonus account to amortize such bonds. Some of the gov- 
ernor’s remarks in approving these measures, follow: “The bond 
issue will permit immediate planning of an integrated program. 
. . . It will permit planning on a long-range, rather than year-to- 
year basis. It will add 30,000 urgently needed beds of which 18,000 
will serve the people of the City of New York. . . . Under the 
financing program I have outlined, by following a 10-year bond 
program instead of a 40-year program, at current interest rates, 
we will save the taxpayers of this State $168,125,000—almost half 
the size of the bond issue itself... . . The interest savings alone will 
pay for 16,000 additional beds.” 

Chapters 33 and 34 amend laws enacted in 1947 authorizing the 
Commissioner of Mental Hygiene to permit the Willard water and 
sewer districts to use the water and sewer facilities of Willard 
State Hospital at no expense to the state. The amendments cor- 
rected some unworkable features of the earlier laws. 

Chapter 101 amends Chapter 310 of the Laws of 1948 extending 
until January 1, 1955 the time within which the commissioner may 
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exchange certain lands of Willard State Hospital for certain lands 
in the vicinity which were owned by the local Boy Scout unit. 

Chapter 170 authorizes the Board of Commissioners of the Land 
Office upon the consent of the commissioner of mental hygiene to 
grant a certain easement for construction of a transmission line 
over the lands of Pilgrim State Hospital to the Long Island Light- 
ing Co. 

Chapter 322 continues the Joint Hospital Survey and Planning 
Commission until March 31, 1959. The commission was established 
in 1947 to act for the state in connection with the Federal Hospital 
Survey and Construction Act. The President has recommended 
a broad new program for urgently needed medical facilities under 
the federal act. The commission is composed of the commissioners 
of mental hygiene, health and social welfare assisted by an advi- 
sory council representing organizations and agencies concerned 
with the operation, construction and utilization of hospitals. 

Chapter 373 authorizes the Mental Health Commission to estab- 
lish a program of experimental classes for children who are se- 
verely mentally retarded, and appropriates $50,000 for the pur- 
pose. 

Chapter 593 authorizes the sale of certain surplus lands of Utica 
State Hospital and their transfer to the City of Utica in trust for 
local park, recreation, playground and appurtenant street pur- 
poses. 

Senate Print No, 2335, Assembly Print No. 2668 sponsored by 
the department failed to pass because of the objection of one of the 
other state departments involved. The bill proposed to repeal See- 
tion 140 of the Public Buildings Law containing many obsolete 
and unfeasible fire protection requirements in public buildings and 
to insert a new section providing for fire protection and other 
safety rules approved by the Division of Safety to be established 
and put into operation. 

A number of bills were opposed by the department because of 
their adverse affect on the departmental program, and they were 
vetoed by the governor. One such bill proposed several restrictive 
provisions relating to the discharge of, and reporting by, patients 
on convalescent status. The proposed mandatory periods of con- 
valesent status and the extended compulsory reporting by the pa- 
tients were held by the department to be contrary to established 
medical procedures and to be penal in nature. Another bill, op- 
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posed by the department on the grounds that it would unduly bur- 
den the institutions, would have required the institutions to file in 
their respective county clerks’ offices certificates of discharge upon 
the discharge of a patient. Another objectionable bill that was 
vetoed at department request would have given any relative, at- 
torney or near friend of an alleged mentally ill patient access, upon 
demand, to his hospital records, copies of certification papers and 
proceedings, and would have extended the time allowed for hear- 
ings from five to 10 days, all of which provisions were held not to 
be reconcilable with other applicable provisions of the law. ; 
The 1954 session considered 6,121 bills, which was slightly less 
than the number for the previous year. The Legislature passed 
and sent to the Governor 1,055 bills for executive action, of which 
he signed into law 820 and vetoed 135, 
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EDITORIAL COMMENT 


WHAT OF THE NIGHT? 


Babylon is fallen; is fallen. 
—Isaiah 21, 9. 

When the mistress of the world fell, so relates the prophet, and 
all the graven images of her gods lay broken “unto the ground,” 
a chariot with horsemen bore the news of shattered Babylon to the 
watchman who had been set in the watchtower. And a call from 
out of the mountain asked “. . . what of the night? Watchman, 
what of the night?” 

The citadel that is threatened now is not mighty Babylon, laid 
low by Elam and Media with bow and spear and ram; it is the 
whole world society to which we were born. And the word we 
await of the night is no chariot-borne tale of an empire crashing, 
but is the speed-of-light flash which may tell us whether any world 
at all will remain for man. 

Man’s great walled cities have crumbled, his empires have fal- 
len, his gods have vanished in the mists, his children have been 
born to generations of disaster. But always the night has ended; 
man has survived, and his world has remained. Today, with the 
power that fuels the galaxy in the hands of creatures who have de- 
stroyed their own greatest works, smashed their most promising 
societies, torn their finest dreams, ever since their history began, 
ean any world for man remain? 

Is a new night falling? If it is falling—starless and hopeless— 
will it ever end? As dreadful as inescapable, such questions as 
these, in words or in wordless, unendurable tension, are with us to- 
day. They are with us to vast unease and ill health of mind, to the 
great troubling of individual, of family, and of nation, all to the 
tremendous complication of a difficult business at best, the recon- 
ciling, or the adjusting, of people to life. 

Question thus long enough (and we cannot escape it), and leader- 
ship becomes impaired and morale shattered. There can follow a 
sort of general agitated depression which this journal has men- 
tioned before in relation to certain modern Jeremiahs who think 
man is fast going to the dogs and well deserves to. One can see it 
now in the feeling that man is fast going to total destruction, to 
the extinction of the human race. It is a fearful prospect with 
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which the individual is not strong enough to cope or the world as 
a whole well organized enough to cope. But it can be faced, with 
courage and with some ground for hope by the stronger among the 
nations. Brought down to particulars, it can be seen as a problem 
of national defense for national survival. In the machinery de- 
vised to meet it, one can particularize still further and call the 
problem one of civil defense. 

Civil defense is the practical business of organizing the Amer- 
ican public to meet the threat of atomic weapons. That the United 
States can be attacked suddenly and devastatingly with atomic or 
hydrogen bomb is the carefully-reasoned conclusion of our mili- 
tary experts. It is a conclusion that can be safely left to the ex- 
perts, and the only role of mental hygiene here is to combat the in- 
ertia born of the comfortable and enticing belief that the danger is 
not real because we wish it were not. As to the likelihood—as dis- 
tinguished from the possibility—of attack, our statesmen seem un- 
able to reach anything in the least like certainty. The psychiatrist 
might well observe that in addition to the public and well-under- 
stood factors with which the diplomats deal, there is the matter 
of the personality organization of the Kremlin. The words and the 
acts of the leaders of Russia may be consistent with a coldly cal- 
culated policy which aims to conquer the world by methods short 
of war; but they may also be consistent with the pride and suspi- 
cion and feeling of persecution that characterize the paranoid per- 
sonality. Nazi leaders, behaving in paranoid fashion, launched 
and conducted World War II against reason. Move after move 
was invitation to disaster. He would be very bold indeed who 
would offer a guarantee that men in Moscow cannot act likewise. 

If the ability to strike us is real; if the intent to strike us cannot 
be dismissed, what, then, can we do about it? Nation and state 
have set up carefully planned volunteer organizations for civil de- 
fense; and one might note here parenthetically that the word de- 
fense is the one outstanding contribution to morale in the whole 
framework, for the purpose of civil defense is not to defend but to 
pick up the pieces. It would be, of course, quite unreasonable to 
quarrel with this euphemism. It is a reasonable suggestion, how- 
ever, that unless something more effective than a euphemism or 
two is to be produced, civil defense will leave the state of civilian 
morale and the state of civilian readiness about where it found 
them. 
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Physical defense against nuclear weapons—if physical defense 
there can be—is chiefly an air force responsibility. If bombs are 
dropped despite the air foree—and all experts agree that they can 
be—the results will be the civil defense organization’s responsibil- 
ity. Civil defense throughout the country is an earnest, unspec- 
tacular organization of state and local governmental agencies and 
of great numbers of volunteers who devote spare time, and time 
that is not so easily spared, to plans for coping with disaster. The 
non-participant reads of a demonstration once a year or so; other- 
wise he is hardly aware of the organization’s purpose or even of 
its existence. 

The New York State organization, with which close acquaint- 
ance can be claimed here, is, for example, rated highly for its ca- 
pacities and its ability to do everything that can be expected if the 
disaster comes upon us. One does not, of course, look for perfec- 
tion in performance from volunteers in such an emergency—their 
problem would be something like that of raw recruits first going un- 
der fire—but that they will do whatever can be done may be fully 
conceded. 

The problem under discussion here is not that of this or that or- 
ganization or its physical set-up for dealing with an emergency. 
It is rather with a question with which our civil defense groups 
have not been set up to deal and which, it is possible, might better 
be handled by a different sort of effort and organization. It is the 
broad question of public morale, particularly in the period before 
disaster falls upon us. Public morale is something which is most 
difficult to judge accurately, but there is some reason to think that 
ours is not now so high as it might be and so high as it needs to be. 

One perhaps may meet personal annihilation with a shrug of the 
shoulders. It was Shakespeare’s Caesar who remarked that 
“death, a necessary end, will come when it will come.” And there 
is a certain tradition of human bravery in the face of the inevit- 
able. But the who-wants-to-live-forever sort of fortitude, which 
may serve for a person or a group, may fail in the threat of mass 
annihilation. 

How man will behave in the face of mass annihilation has been a 
matter for much speculation—principally among the non-scientific. 
One can find examples in fiction and in theology. The scientist has 
devoted small attention to it. That the earth and humanity will 
some day reach an appointed end is general scientific belief, but 
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unless man destroys himself this end is in the unthinkably far fu- 
ture. A billion years is utterly beyond the comprehension of a 
creature whose lifetime is less than a century; and the best astron- 
omical speculation is that many times a billion years will intervene 
between our generation and the earth’s inevitable end. How man 
will behave when that end approaches may be a matter of press- 
ing scientific concern in ten million millenia or so (man’s whole 
written history covers only about six thousand years). It should 
have as little bearing on the practical affairs of today as the pos- 
sible life forms on the millions of possibly inhabited planets in the 
Great Nebula of Andromeda. 

But because of the hydrogen bomb and the possibility of the co- 
balt bomb and of other dreadful forms of warfare, such as the 
biological, a speculation appropriate to that inconceivable future 
has become a pressing problem of today. Man believes—or at 
least the man on the street believes—that the whole human race is 
now threatened with annihilation, its fate depending on whether 
someone in the Kremlin presses a button. How will we react and 
how should we react under these circumstances? Here are grisly 
specters that our civil defense organization is not adapted to cope 
with, and very possibly cannot be adapted to cope with. 

Civil defense has devoted a great deal of thought and a great 
deal of careful organization to the problem of popular morale. Its 
program is based largely on the not unsound theory that knowl- 
edge is man’s greatest protection. Fight rumors now and on the 
day of disaster, tell the truth, inform survivors of what is being 
done to help them; and a threat can be met. 

This is the purpose which has given importance and a high de- 
gree of priority to the function of public information in defense 
programs all over the nation. But, as the psychiatrist may see it, 
this fails at certain points of stress. It does little—in comparison 
with what needs to be done—to prepare the public mind for emer- 
gency ; it does equally little to combat certain dangerous popular 
beliefs and trends which must be fought, if at all, long in advance 
of any bombing emergency. First among these one may place the 
fear of total annihilation itself. 

This fear is one, it might well be thought, that calls for doctors 
of the mind to handle. It might be rash for even such doctors of 
the mind to assume that they know what the physicists and the 
biologists and the other scientists pressed into the service of de- 

















EDITORIAL COMMENT 309 


struction now think or will think. But from all published scientific 
data, most experts range from thinking the destruction of all hu- 
man life impossible to thinking it highly improbable. From the 
outside looking in at the disciplines most concerned, it would seem 
a most remote chance that the worst will happen, although there 
ean be disaster and destruction on a previously undreamed-of 
scale. 

We and our children are in such danger as civilized peoples have 
never encountered since becoming civilized ; but we are not, insofar 
as one may reasonably determine, in great danger of having the 
human race wiped from the face of the earth. The fantasy of com- 
plete destruction is likely as old as man, and until now it has re- 
mained a fantasy. Yet it has been a live enough subject of specu- 
lation to engage theologians, poets and writers of tall tales since 
the telling of tall tales began. The gods of Iran died; the heroes 
of Valhalla were swept to oblivion in the mists; and John of Pat- 
mos saw the Apocalypse. The lesser great had their visions of 
annihilation and near-annihilation. Wells foretold a sorry fate for 
man; Jack London wrote of a world-devastating plague with a 
handful of newly-savage survivors. 

The novelists, one can imagine, bear at least some indirect re- 
sponsibility if our morale is in the state it seems to be. Huxley 
saw a brave new world in which man had evolved to something cul- 
tured in a laboratory. Wells saw mankind gone, with the cephalo- 
pods in possession of a chilly planet circling a dying sun. London 
pictured a savage, dog-eat-dog existence of a few chance survivors 
of a race-destroying epidemic. The new generation of science 
fiction writers has not helped. One reads of the survivors of atomic 
war returning to the Middle Ages or perhaps to the barbarism of 
the Gauls and of the Teutonic tribes who beset ancient Rome. 
Or one may find a science-fiction planet where men, with their tech- 
nology lost, are whipped into manual labor like the slaves of the 
pyramid builders. Or there may be a world where man, with vir- 
tually all human attributes gone, spends a painful existence fleeing 
gigantic insects. Or there are remnants (as asteroids) of another, 
atom-bombed to fragments by its own inhabitants. 

These are fantastic enough imaginings—or maunderings, if one 
prefers—but it seems possible that they have helped to add up to 
an outlook of extreme pessimism which has had a considerable pop- 
ular influence. From what we know of the human mind, most of 
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these speculations follow a mistaken reading of history and a mis- 
taken conception of what man will do in the face of mass disaster. 

One of the distinctive attributes of man is his courage in the face 
of situations that seem desperately black. Another is his seem- 
ingly unlimited capacity to recover from catastrophe. It is a mis- 
taken view, those most familiar with the mind well may feel, that 
all of man’s achievements will be shattered by an H-bomb. 

Let us suppose that something like the worst does happen and 
that our great cities are laid in ruins and our major industries de- 
stroyed by nuclear weapons. Let us suppose that in all America 
not more than one in a hundred, or one in a thousand even, survive. 
This, one gathers from the scientific disciplines most concerned, is 
most unlikely, but let us suppose it. And let us also note that, in 
the event of such a thing, at least a few literate men and women 
will be left. 

Hydrogen bombs are not selective. They will kill the intelligent 
as well as the stupid, but some of the intelligent as well as some 
of the stupid are bound—by all the rules of probability—to survive. 

Men of scientific training and of scientific potentialities will sur- 
vive, doctors will survive; mathematicians will survive. Thanks to 
the printing press, the great store of man’s knowledge that we have 
bound in books cannot all be destroyed. Here, there will survive a 
school or a college with a respectable collection of reference works. 
There, there will be somebody’s public or private scientific library. 
Somewhere else will be the greater part of our literary treasures. 
We can lose most or all of our scientific and intellectual leaders; 
we can lost most of what makes up today’s comfortable material 
civilization ; but the building material to construct anew will almost 
certainly be left. And—the novelists to the contrary—there is 
little reason to feel that man will not make use of what he has left, 
and every sound psychological reason to feel that he will make very 
good use of it. 

This is not the darkest picture that can be painted; to pretend 
that there is no remote possibility that man and all his works could 
be destroyed by nuclear war would not be realism, but folly. Dr. 
Edgar Douglas Adrian, British physiologist and a Nobel prize 
winner, warned recently that the human race would be destroyed 
by radioactivity if enough atomic bombs were exploded in a new 
world war—regardless of where they exploded. “More than a few 
thousand” large atomic bombs was the press report of the limit 





EDITORIAL COMMENT 311 


beyond which, he believes, man could not survive. Without pre- 
tending competence in either physiology or radiology, the scientist 
of the mind should find no reason to deny this possibility. But he 
may have reason to consider its probability almost unthinkably re- 
mote. Even conceding—which many psychiatrists do not—the uni- 
versal existence of a death instinct, the fact is undisputed that, in 
the majority of men at the majority of times, death wishes are well 
under control. If they were not so controlled, the human race 
would have exterminated itself long ago. In World War II, we 
saw nations and alliances led to destruction by men who may well 
have been influenced by the death instinct; but it is psychologically 
almost inconceivable that their armies and their peoples would 
have followed them through any such day of wrath as the explo- 
sion of “more than a few thousand” large atom bombs would bring. 
(Possibly they were already discouraged; but Japan’s supposedly 
fanatical leaders needed only two “small” atom bombs to induce 
them to surrender.) Unless instruments of war become so power- 
ful that a few madmen can detonate the planet, the mind of man is 
so made that war is likely to stop short of total destruction of the 
race, 

If the student of the mind can assume with safety that some- 
thing less than total destruction of man is the worst it is reason- 
able to anticipate, just how well are we prepared psychologically, 
just how good is our morale, how high our courage, in the face of 
something just short of extermination—or even in the face of much 
less. It seems all too apparent that we are not well prepared at 
all, and that we are doing very little constructive about it. This is 
not in the least to discount the well-laid plans of our civil defense 
organizations or the certainty that they will struggle valiantly to 
salvage everything that can be salvaged if the bombs fall. But the 
take-shelter and save-what-we-can necessities of civil defense are 
the primary necessities of those organizations. The building up 
and strengthening of public morale is also a concern of the first 
rank; but it is now planned by civil defense leadership primarily 
as a matter of teaching people to take shelter, then of fighting ru- 
mors and broadeasting the truth after disaster. Our civil defense 
groups are well organized for that most important purpose; but 
they are not well organized for the building and maintenance of 
morale in the waiting time before disaster. 

Except for such activities as the recruiting of volunteers—ac- 
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tivities regarded by newspaper editors, and radio and television 
program managers with all the tired resignation reserved for seek- 
ers of free publicity from strip-teasers to the Treasury Depart- 
ment—there is little that the civil defense workers can do from day 
to day to strengthen popular morale. Before scheduled exercises, 
there can be intensive efforts; and some measure of effectiveness 
ean be judged from the way in which orders to take shelter or to 
stop traffic are obeyed when the sirens sound. But this is not ef- 
fective preparation for the attack which is unscheduled; and it is 
not building up the high morale we need to meet and withstand 
such attack. 

It seems entirely possible that the building up of popular morale 
is not properly the job of a volunteer control-panic and pick-up- 
pieces organization, no matter how well directed or how devoted, 
but that it needs the active efforts and co-operation of numerous 
other people, among whom we of psychiatry may possibly be with 
the foremost. When there appeared to be evidence back in World 
War IT that many in the services and more at home were not too 
sure what we were fighting about, there was concerted effort to 
build up both military and civilian morale—with the co-operation 
and direction of specialists from all fields concerned. If there was 
need for such an effort then, there is greater need now. 

The American public began developing the jitters when it first 
became apparent that Russia would not consent to effective inter- 
national control of atomic energy, with internationally-enforced 
prohibition of atomic weapons. The tension rose with each new 
atomic bomb test; it increased with every improvement in planes 
which made intercontinental bombing, at first possible, then pos- 
sible with return flights, finally possible with bombers so fast that 
it is now agreed that to intercept them all could not now be done. 
Tension has increased with every month in which Russia has added 
to her atom-bomb stock pile; it reached close to its present un- 
healthful height when we first exploded a hydrogen bomb, and at- 
tained what must be nearly the ultimate when it became plain that 
Russia had the same weapon. 

The evidence of such tension is admittedly qualitative. Neither 
Gallup nor Kinsey techniques lend themselves to estimating feel- 
ing of this sort—even if those techniques could be made much more 
reliable than now seems possible. Probably the best one can do is 
to record impressions; and the impression that there is a wide- 
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spread, unjustified what’s-the-use attitude—now that Russia has 
the H-bomb—has just been discussed at length. There are other 
reactions which the psychiatrist is likely to regard as equally un- 
healthy. 

Consider the apparently growing and increasingly petulant be- 
lief that there is no further use in diplomacy. Very possibly there 
isn’t; but there is a reasonable attitude somewhere between need- 
ful wartime trust of a temporary Communist ally and the calling 
home of ambassadors, closing of consulates and possible with- 
drawal of our delegates from the United Nations and our armed 
forces from the continent of Europe. Maybe we should eventually 
take one or all of these steps—maybe never—what is to be de- 
plored is the emotional reaction which impels us to this or the 
other, not because we have thought calmly about it and reached a 
reasonable conclusion, but because we are angry about the whole 
thing. We forget the one fact on which we can lay hands in the 
midst of fears and speculations. That fact is that we can never be 
sure diplomacy has failed until the fighting begins. We know it 
has failed in the past; we see its futility at the present; we hold 
little hope for the future; but it would be the utmost folly to give 
up while any hope at all remains. Harrison E. Salisbury of the 
New York Times, returned to this country after many years in 
Russia, reports a change in the psychological atmosphere there 
since Stalin’s death. “People,” he says, “simply have not been so 
afraid.” Admitting that we can draw no conclusions from this, one 
can still hope that if the people are now less afraid of their own 
government, their government may in time become less afraid of 
other governments, and diplomacy may, after all, forfend disaster. 

One might weil consider also another psychological reaction 
which is characteristic of mass anxiety and—in its more marked 
degrees—of mass panic. It is the entirely human and to be ex- 
pected, but nevertheless paranoid, feeling, that, since we have been 
betrayed, the one supreme and urgent necessity is vengeance on the 
traitor—all else is secondary, efforts to repair the damage, means 
to prevent future treason, salvage of what can be salvaged, all are 
secondary to revenge. There is no need to quote chapter or even 
to point to the book; from the lowly to the mighty, one can find ex- 
amples daily and identify them all too plainly. Considerable (and 
probably unpopular) psychological endeavors may be needed if 
this is not to become a prevailing trend. These efforts are likely 
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to be unpopular because those whose aim is vengeance first—and 
this is a product of despair—will turn on those whose primary 
aims are salvage and future security, with the charge they are pro- 
tecting traitors. They will not be, of course; so long as any crime 
is punished, treason will deserve the utmost punishment; but, in 
order of military importance, one seeks to win the battle first, then 
punish the betrayal. There is danger in the state of mind in which 
one is willing to lose the battle for the sake of catching the traitor ; 
and it is time for the doctors of the mind to act when trends of this 
sort become visible. 

One meets, too, with the fond and foolish belief that after all the 
ultimate weapon will not be brought against us. “The Nazis,” so 
the argument runs, “did not use poison gas in World War II; 
therefore, nobody will use nuclear weapons now (or resort to bac- 
terial warfare) ; if there is a next war, it will be fought with ordi- 
nary arms; nobody is going to risk using atomic weapons.” But 
the Nazis, in World War II, refrained from using gas, not because 
of fear of retaliation or because of scruples, but because they had 
weapons better adapted to their purpose. If there is World War 
III, the United States has already announced a policy of “massive 
retaliation” if attacked—which means the use of nuclear weapons. 
It is emotion, not reason, which imagines that under such cireum- 
stances, atomic weapons will not be used against us. 

Finally, there is public indifference to, or disappointment in, our 
volunteer civil defense organizations; and a sense of futility and 
disillusionment among the volunteers themselves. Our volunteer 
organizations—so the reason’ng goes—do not operate like clock- 
work; they don’t know what they’re doing anyway; why bother to 
co-operate with them; why, in fact, bother to have them? Or, from 
the inside of the civil defense groups: What do we think we can do 
anyway? Our equipment is, and always will be, inadequate. Our 
people don’t turn out for exercises; they aren’t well trained when 
they do; they’ll never be worth anything after an atomic bombing; 
and if the bomb is an H-bomb, there won’t be anything worth sal- 
vaging anyway. But in the absence of Soviet-style regimentation, 
volunteer civil defense is the most practical of the various alterna- 
tives a democracy has. If such a volunteer organization does not 
run like an electric clock, what then? No volunteer organization in 
history ever has. If the volunteers do not know what they are do- 
ing, nobody else does either; there are no professionals in the busi- 
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ness of picking up after atom bombs; except for Hiroshima and 
Nagasaki, which were caught unprepared, nobody has ever done 
it; volunteers are not to be despised under the circumstances. 

As for the morale of the volunteers themselves, their willingness 
to conduct exercises and undergo training, and their ability to 
maintain high morale and efficiency after a bombing depends 
largely on the state of general public morale. If that is high, vol- 
unteer morale also will be high and volunteer performance credit- 
able. If public morale is not high, there will be, in the opinion of 
competent observers, terrible panics. When one considers salvage 
after a hydrogen bomb, it is true that there will be little for civil 
defense groups to do in a radius of miles around the bombing; and 
nothing at all to do near the point of attack. But the bigger and 
more devastating the attack, the greater the responsibilities and 
the demands on the organization as a whole; if the outskirts of 
Albany are hit by an atom bomb, the civil defense volunteers of 
that city and its support area will bear the greater part of the fire- 
fighting and disaster-relief burden, although aid will certainly be 
sent from all directions. But if Albany is hit directly by a hydro- 
gen bomb, the job of saving what can be saved, and relieving what 
ean be relieved, will fall on the volunteers of half a dozen other 
cities over a very wide area. If New York City is hit, the civil de- 
fense organizations of the whole of New York State—and other 
states—will be strained to the utmost. 

No suggestion will be made here that psychiatry as a medical 
specialty or psychiatrists as individuals rush in and thrust un- 
wanted advice on civil defense people who are doing as competent 
a job as possible of making what bricks can be made without much 
straw. The medical and psychological disciplines are not equipped 
to do the civil defense job, couldn’t do it without neglecting their 
own, and feel no call to do it. What they can do and ought to do is 
work for a state of improved public morale that will make the con- 
crete tasks of the formal defense organization easier and improve 
the prospects of its smooth operation in emergency. 

In the midst of World War II, in which (however the “revision- 
ists” slice it) we were attacked (and our Pacific fleet sunk) without 
warning, and which was plainly a war for national and individual 
survival, it was felt necessary to set up a sweeping program to 
raise both civilian and military morale. In today’s cold war, the 
fact of attack on us is not so plain; the threat to survival is less 
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obvious—and the need for national courage, faith and belief in the 
strength and justice of our cause is, by these factors, so much the 
greater. If a concerted effort at defensive psychological warfare 
was necessary in World War II, to heighten our morale for our de- 
fense, it is a hundred times more needed now. 

The building of morale is not a job to be accomplished on the 
superficial level of exhortatory newspaper editorials, well-publi- 
cized plans or impressive and carefully performed civil defense ex- 
ercises—with accompanying news accounts and news pictures. It 
is a job to be undertaken by people who appreciate without con- 
demnation how deep our fears are and how greatly our faith has 
been shaken. One may, perhaps, judge from random popular ex- 
pression. Here is a quotation from a letter to a civil defense pub- 
lic information officer: “There is no defense against the bomb. All 
the Civil Defense stuff is just to keep people’s minds occupied. If 
they hit first, we’ll just be a hole in the ground.” All quite correct 
as to the situation! But as to the conclusions? Granted, there is 
no defense against the bomb. And if they hit first, we’ll just be a 
hole in the ground. But the purpose of civil defense is not just to 
keep people’s minds occupied. It is to insure national and racial 
survival, no matter how many of us as individuals meet destruction 
in holes in the ground. 

To dedicate ourselves as civilians to think more of the future 
and of humanity than of the present and ourselves, is to ask the 
untrained and unprepared to show the courage and resolution in 
time of “peace” that we expect of veteran troops in a desperate 
military situation. But somehow this courage and resolution must 
be achieved if there is to be any future and if any free people at 
all are to survive. This is a task to strain to their limits the re- 
sources of the groups and the individuals who did such a magnifi- 
cent job in building up morale in World War II; it is no job to 
leave to however well-meaning amateurs. 

Psychiatry is not the only, and perhaps not the principal, disci- 
pline to be considered here. Morale is a co-operative structure. 
The mental hygiene movement, the press, the psychologists, the so- 
ciologists, the educators, the clergy are as vitally concerned as are 
the doctors of the mind. The press, the clergy and the educators 
are in a better position than psychiatrists to exert their influence. 
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What psychiatrists can do is to offer themselves, their specialized 
knowledge and their professional and personal strength to the fur- 
thering of a common effort—and to stress the urgent necessity of 
such an effort. 


There are certain facts and beliefs that psychiatrists must hold 
to—or that the majority must hold to—that, accepted widely, 
should not only repair our morale but strengthen it vastly. A sort 
of creed or profession of faith might even be attempted. Its first 
article would state the belief, of which some documentation has 
been hinted at here, that the human race is in no greater peril than 
it must have survived many times in the grim struggle upward 
through pre-civilized pre-history. Its second might propose the 
thesis that today’s peril is probably no greater than future perils 
to be faced by our children and children’s children—the next en- 
emy may not be human, may not be man himself, but, perhaps, a 
bacterium; and it no longer seems fantastic to believe that some 
enemy of the future may not even be terrestrial. For these first 
two points, one can find sound scientific support. For a third, 
there is strong probability, based on all evidence of the past and 
all assessments of present possibilities, that man will survive some- 
how, now and in the future, as he has survived before. 


On these bases, and for reasons which must range from scientific 
data to intelligent estimates, and to the instinctive faith in man 
which raises man above the beasts, we may set as a reasonable but 
supreme objective, the survival of man, his societies, his institu- 
tions, his intellectual and cultural and emotional achievements, as 
something greater than the individual, greater than any one group 
and greater than any one generation. That this objective is worthy 
can be supported by debate and documentation, but there should 
be no need; holding faith and belief in man is part of being human. 
There is, too, for us, the tremendous goal of the survival of the na- 
tion, of the nation’s institutions and aspirations, of its still-to-be- 
reached goal of scientific achievement, of cultural growth and of a 
society based on the magnificent concept of the fatherhood of god 
and the brotherhood of man. We must seek to think and feel self- 
lessly if man is to survive. Set the concepts high enough, teach 
our people to feel them strongly enough, and we need have no fear 
that our fortitude will be unequal to our peril. 
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The task is one to approach on a national scale; quite likely it 
calls for federal sponsorship and federal co-ordination—a looser 
organization possibly, but perhaps not unlike the National Insti- 
tute of Mental Health. If we who can see the need can join to- 
gether and work together from press, from pulpit, from doctor’s 
office and lecture platform, as groups, as individuals, in church and 
school and home, we can set the purpose above the moment, the 
race above the individual, the end above all present peril, and build 
a morale that is impregnable. 


“Cry havoc... .” 


All the fiends cannot prevail against us! 
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A Primer of Freudian Psychology. By Ca.vin S. Haut. 137 pages. 
Cloth. World Publishing Co. New York. 1954. Price $2.50. 


Convinced that Freud should be regarded primarily as a psychological 
theorist, and that ‘‘Freud himself regarded psychoanalysis . . . as a sys- 
tem of psychology and not merely a branch of abnormal psychology or 
psychiatry,’’ Professor Hall has written an exposition of Freud’s major 
concepts and hypotheses to explain ‘‘normal psychology.’’ He believes 
that, rather than remaining the exclusive possession of medicine, Freudian 
psychology should be formally incorporated into the general body of psy- 
chology. As the book is directed primarily to the general public, the expo- 
sition is necessarily simplified to a considerable extent, shorn of the com- 
plexity, and frequent, verbosity, of the customary technical language. 

Generally, the exposition is lucid, smooth, and well organized. Concepts 
are carefully defined, and amply illustrated. As Professor Hall states, this 
small book should prove to be a valuable aid to the general reader, or to the 
college student of introductory psychology. A generous bibliography of 
source literature follows each chapter. 


Thomas Hardy—A Critical Biography. By Eve.yn Harpy. 342 pages. 
Cloth. St. Martin’s Press, Inc. New York. 1954. Price $5.50. 

One of the more fascinating facets of Thomas Hardy’s writings is the 
glimpse he permits us of the rapidly fading Victorian life which year by 
year succumbed to the onslaught of industrialism. His life bridged the rest- 
less transition from the calm and confident values of Victorianism to the 
doubt-ridden strife of the modern world. In his numerous novels, Hardy 
depicted the disintegration of Victorian serenity under the impact of 
modernism. It is against such a background of changing values that the 
author portrays Hardy’s youth, the evolution of his personality, and the 
profound infiuence which the changing world was to have on his later writ- 
ings. This biography is both an excellent psychological and literary 
appraisal. 


Attitudes in Psychiatric Nursing Care. By M. O.Ga Weiss, R. N., B.Se. 
111 pages. Paper. Putnam’s. New York. 1954. Price $2.00. 
Attitudes in Psychiatric Nursing Care has as its central objective ‘‘to 
stimulate interest in and to acquire knowledge of attitudes as therapy in 
nursing eare.’’ This objective certainly is met. 
Miss Weiss outlines, in clear-cut terms, a full course for the nurse in the 
care of the psychiatric patient. It is a good text for student or graduate 
who ean profit from the author’s lifetime experience. 
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Public Education and a Productive Society. By Maurice J. THomas. 
95 pages. Cloth. University of Pittsburgh Press. 1954. Price $1.00. 


This is one of the Horace Mann Lectures on the function of a free public 
school system in American democracy. 

The author traces America’s school system from colonial times to the 
present, saying that pride in our heritage should not blind us to our con- 
tinuing responsibility to measure up to its standards. He feels that leader- 
ship in American business, industrial, and professional life is not well 
enough informed about the role of education for democracy. For all those 
interested in keeping up the standards of our public school system, this 
book will be of value And that should mean all of us. 


Way to Wisdom. By Karu Jaspers. 208 pages including index. Cloth. 
Yale University Press. New Haven. 1951. Price $3.00. 


In Karl Jaspers’ Way to Wisdom is found one of the few philosophers 
who ean be generally understood without a commentary. His style has 
a fresh, original vigor which is difficult to match in philosophical writings. 

It is not possible within the limits of a short review, to attempt an ac- 
count of Jaspers’ philosophy, to indicate its sources, or to suggest some of 
the objections which may be taken to it. But the author seems here to have 
done all that is necessary in this direction. His writing resembles a series 
of essays in support of a single thesis, a circumstance that would require, 
for a full understanding of his system, the necessity of reading everything 
he wrote. But the Way to Wisdom conveys, nevertheless, brief illustra- 
tions of his main positions. 


Under Milk Wood. By Dyan Tuomas. 107 pages. Cloth. New Direc- 
tions. New York. 1954. Price $3.00. 


Dylan Thomas, the introduction notes, at first planned to make Under 
Milk Wood a drama of an ‘‘insane town,’’ which, because it cannot very 
well be institutionalized, is quarantined by the ‘‘sane’’ world. It de- 
veloped instead into a sort of stream-of-consciousness enactment through 
a night and a day by the people of a small Welsh town. It is something of 
a literary and psychological achievement and considerably more than worth 
reading on both counts. 


The Relaxed Sell. By Tuomas Wuiresipe. 166 pages. Cloth. Oxford. 
New York. 1954. Price $3.50. 


This is a satirical collection of notes, anecdotes and essays on television, 
radio and general agency selling. There is a vast amount of entertainment, 
a fair amount of insight and a fair amount of unusual information here. 
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Psychotherapy. Theory and Research. By 0. Hopart Mowrer and 21 
contributors. 700 pages. Cloth. Ronald Press. New York. 1953. 
Price $10.00. 


This book is intended primarily for psychotherapists, for research work- 
ers, teachers, and advanced students in the field of personality disturbances 
and their treatment. The contributors for the most part are psychologists 
who are research workers as well as therapists. The book is divided into 
two parts. Part One deals with theory, concepts and applications. Carl 
Rogers, for example, has a chapter on ‘‘Some Directions and End Points in 
Therapy.’’ Mowrer points up the importance of theory in psychotherapy, 
and its role in encouraging research. 

Part Two is concerned with research methods and results. There are re- 
ports of statistical and methodological advances—which make research in 
this complex and hard-to-control area, less a matter of wishful thinking and 
clinical case reports, and more an attempt to investigate assumptions of 
particular therapies or particular theories of personality. That many 
of these studies raise more questions than they answer is not surprising at 
this stage of our knowledge. 


The book is not a primer for psychotherapy, nor is it a key to successful 
and effortless investigation in psychotherapy and personality theory. How- 
ever, it does provide a stimulating picture of what some psychologists are 
thinking and doing in a very complex area of human behavior. 


Expert Cominittee on Leprosy. [First Report. World Health Organi- 
zation Technical Report Series No. 71. 28 pages. Paper. World 
Health Organization. Palais Des Nations. September 1953. 


This pamphlet, prepared by the World Health Organization, is the first 
report on leprosy by a group of international experts. It covers epidemi- 
ology, control, treatment, classification, immunology and the significance 
of histopathological examination. 


Widow Man. _ ‘By Epaar Woire. 178 pages. Cloth. Atlantic-Little, 
Brown. Boston. 1953. Price $3.00. 


The story of ‘‘Old Tom May”’ and his love of Tunesie Graybill is told 
with humor, understanding and feeling. Easily read in two or three hours, 
this book’s attraction lies in its simplicity. 


The Wild Place. By Katruryn Hutme. 275 pages. Cloth. Little, 
Brown. Boston. 1953. Price $3.75. 


The Wild Place is the heart-breaking story of a displaced persons camp 
in Bavaria after the collapse of Germany. It is a worthy book. 
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Method and Theory in Experimental Psychology. By Cuaries E. 
Oseooo. 800 pages. Cloth. Illustrated. Oxford University Press. 
New York. 1953. Price $14.00; College Edition, $10.00. 


One of the most difficult tasks in writing a text of experimental psychol- 
ogy is to provide a comprehensive picture of the subject, giving consider- 
ate and cautious coverage to relevant empirical data, but avoiding the sheer 
boredom of a collection of materials in encyclopedic fashion. Perhaps a 
still more arduous task, is the relating of fact, or apparent fact, to theory 
in such a manner as to provide a firm and plausible foundation upon which 
theory may securely build; the problem of proper and intelligent selection 
of data, from an enormous maze of experimental studies, has become for- 
midable. But in both tasks, Dr. Osgood has brought off a splendid ae- 
counting. 

The scope and the complexity of the work preclude any but the most gen- 
eralized comments in this space. One of the outstanding features is the 
carefully organized and balanced integration of theory, and corroborating 
fact. Empirical evidence which contradicts theory is carefully and fully 
evaluated. The subject matter is neatly organized under the classifications 
of ‘‘Sensory,’’ ‘‘ Pereeptual,’’ ‘‘Symbolic Processes,’’ and ‘‘ Learning.’’ The 
last is discussed with a clarity unusual in this highly controversial and 
polemie field. Despite the breadth of these classifications, one might wonder 
if some space could not have been allotted to motivation and emotion. Sim- 
ilar treatment of these areas is sorely needed. One major contribution of 
Dr. Osgood’s presentation is an illuminating delineation of the Behavioral- 
ist-Gestalt controversy, with an attempt at resolution of its internecine quar- 
rels. Methodology is adequately discussed, and ably illustrated with large, 
lucid, schematic designs and graphs. The most recent studies are incor- 
porated in the discussions, such as the experiments by the ‘‘New Look’’ 
perceptualists, and analyses by the semanticists, notably C. Morris. <A 
valuable feature is the bibliography, covering 51 pages. 


In brief, this is an excellently prepared, lucidly organized exposition of 
theory and fact, which is heartily recommended as a text for graduate stu- 
dents and professional readers and which would serve admirably as a text- 
book for graduate courses in experimental psychology. 


Understanding That Boy of Yours. By MeELBourNE S. AppLEGATE. 52 


— 


pages. Paper. Publie Affairs Press. Washington, D. C. 


This pamphlet is written specifically for the parent of the boy who has 
come into conflict with the law. The writing is clear and free of technical 
language. Professional workers will find this work readable and praise- 
worthy. 
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Child Psychology—College Outline Series. By Lester D. Crow and 
ALICE Crow. 267 pages. Paper. Barnes & Noble. New York. 1953. 
Price $1.50. 


As is the fashion in the College Outline Series, this manual attempts to 
present an abridgement, or consensus, of the standard texts of child psy- 
chology. In well-organized and systematized manner, it follows the typi- 
cal pattern of the better-known child psychology textbooks: discussion of 
chronological development of the child from birth through childhood, in 
terms of maturation, learning, and emotional evolution, development of 
communication and language skills, and the child’s growing comprehen- 
sion of the world about him. This is followed by sections on the child’s 
social interactions and the development of personality, with a brief dis- 
cussion of mental hygiene problems. 

As so much area is covered, there is little consideration or critical evalu- 
ation of the more complicated problems confronted in child psychology. 
The subject matter presented is that commonly accepted, with controver- 
sial topics avoided. It has been divided and coded witli reference to spe- 
cific chapters in nine different textbooks. Of rather dubious value and in- 
terest, is the fairly long ‘‘final examination’’ concluding the manual. This 
volume will be primarily of interest to those requiring a quick and elemen- 
tary survey of child psychology, and is recommended to students as an aid 
in preparation for examinations. 


An Introduction to Scientific Research. By E. Brignt Wison, Jr. 375 
pages. Cloth. McGraw-Hill. New York. 1952. Price $6.00. 


The author has attempted ‘‘to collect in one place and to explain as sim- 
ply as possible a number of general principles, techniques, and guides for 
procedure which successful investigators in various fields of science have 
found helpful. The emphasis is entirely on the practical rather than the 
philosophical or psychological aspects.’’ The topies have been arranged 
in the order in which they arise as one conducts a scientific investigation. 
The book begins with a discussion of the choice and statement of a research 
problem. There are chapters dealing with the use of the literature, elemen- 
tary scientific method, the design of experiments, the design of apparatus, 
execution of experiments, sampling, analysis of data, errors of measure- 
ments, ete. Statistical treatment of the data is introduced as it is deemed 
necessary. 

The book is intended for students beginning research and for research 
workers interested in topics not included in their training. Written by a 
physical scientist, the book is not of direct help to those interested in learn- 
ing techniques for research in the behavioral sciences. However, the intro- 
ductory chapters are a good review of scientific method. 
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Lost Continents. By L. Sprague pe Camp. 362 pages including index. 
Cloth. Gnome Press. New York. 1954. Price $5.00. 


The lost continents represent the eternal quest of man for the Golden Age 
—in the psychoanalytic sense, the return to the peace of the uterus. The 
present book is a very competent review of the lost continents in which men 
have believed or of which they have dreamed. There are appendices cov- 
ering classical texts, interpretations, voluminous chapter notes and an ex- 
tensive bibliography. There is an excellent index. It seems a pity to have 
wandered afield at times—for instance, the author’s seeming derision 
aroused by the theories of Thor Heyderdahl, the discussion of which was 
apparently written before Heyderdahl’s scientific exposition of his beliefs 
was published. This book is not a psychological text. It summarizes im- 
portant material, however, which is of basic interest to the ethnologist, the 
psychoanalyst and other social scientists—from Plato’s Atlantis to specu- 
lations of our own day. 

Note for author and/or publisher: There is only one ‘‘r’’ in temblor. 


The Appeals of Communism. By Gasrize. A. ALMOND. 415 pages in- 
eluding index. Cloth. Princeton University Press. Princeton, N. J. 
1954. Price $6.00. 


Communism is one of several social phenomena which come as close to 
mass psychosis as anything society can now offer. 

This is a study of persons who joined and left the Communist Party. 
There are what might be called case notes from numerous sources, inelud- 
ing the psychiatric. This QUARTERLY some time ago suggested that psychi- 
atric material on Communism might be well worth study. This book con- 
tains notes from 35 cases, contributed by 22 psychoanalysts. The 35 pa- 
tients were nine former Communists and 25 who were party members when 
analyzed—15 of them withdrew. 

This book is statistical; the treatment and interpretations are cautious 
and conservative and it is to be recommended for the attention of all social 
scientists. 


A Gradual Joy. By Atma Rovutsonc. 199 pages. Paper. Houghton- 
Mifflin. Boston. 1953. Price 35 cents. 


A human and sometimes amusing book about the gradual love of two 
youngsters. She felt unloved by mother, reacted with overeating, retiring 
from men, and wishing to become a physician (perhaps as a ‘‘magie ges- 
ture’’). After marriage, she became a good mother. He, having endured 
a glamorous mother, reverted to the opposite, rather homely type. All 
this not too deep stuff is told with at least partial understanding. All in 
all, the book is better than the average. 





BOOK REVIEWS 325 


Child Adoption in the Modern World. By Marcarer Kornrrzer. XIII 
and 403 pages. Cloth. Philosophical Library. New York. 1952. 
Price $4.50. 


This book, by a British social worker, deals mainly with adoption in the 
United Kingdom. However, she does discuss some of the problems from 
the psychological aspect. Such questions as to how much or when to tell 
a child about his adoption, the probable impact of an adopted child on the 
rest of the family, and the suitability of adoptors are discussed. 

The author also gives information on the legal aspects of adoption, in- 
cluding procedures in the United States; but this is too general for use as 
a practical guide to procedure. 


Conversations with Kafka. By Gustav JaNoucn. 108 pages. Cloth. 
Frederick A. Praeger, Inc. New York. 1953. Price $3.00. 


This book is a collection of notes and reminiscences of Kafka by Gustav 
Janouch, an aspiring young writer to whom Kafka was friend and adviser. 
Janouch had translated some of Kafka’s stories and had prepared these 
‘*eonversations’’ for publication, but they were not published until years 
later; i. e., the present book. 

The book includes an illuminating preface by the translator, Goromoy 
Rees, and an introduction by Max Brod, Kafka’s biographer, who indi- 
cates that this book fills a necessary gap in the chronology of Kafka’s life. 
It is a valuable addition to an understanding of Kafka and his works. 


Brother to Dragons. By Rospert PENN WARREN. 216 pages. Cloth. 
Random House. New York. 1953. Price $3.50. 


Every good writer (and the author of All the King’s Men is one) has 
the right to an occasional excursion in the regrettable. This ‘‘tale in verse 
and voices’’ is precisely that. Poor Thomas Jefferson is made responsible 
for a senseless murder perpetrated by his nephew; he is taken to task for 
his belief in the innocence of man—not indirectly, by the way, but in di- 
rect conversation with the author. The style is not consoling, either; and 
there is not the slightest understanding of the hidden psychological trends. 


Monsoon Quarter. By Marion Lownpes. 219 pages. Cloth. Westmin- 
ster Press. Philadelphia. 1953. Price $3.00. 


Monsoon Quarter tells of the experience of everyday living with someone 
who is mad. With a setting in a lush tropical island, the author vividly 
describes the symptoms of acute paranoia. It is done without exaggeration, 
and the book makes good reading. 
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Speech. A Handbook of Voice Training, Diction and Public Speaking. 
By Dorotruy Mu.erAve, WILBUR GILMAN and ‘\ILBERT PRONOVOST. 
270 pages. Paper. Barnes and Noble. New York. 1954. Price $1.50. 


Speech is one of the College Outline Series. It covers, in its 18 chapters, 
almost all the fundamental points of speech important to the college stu- 
dent, teacher or interested layman. It has chapters on semantics, argumen- 
tation, parliamentary procedure, mechanism of speech and hearing, gram- 
mar, speech pathology, radio speaking, dramatics and oral interpretation 
of literature. 

The book is thorough but understandable to the average person. It con- 
tains, for college students, a reference table for correlating with some 17 
standard texts on the subject. For the interested person it is an invaluable 
guide book. 


The Mature Woman. By ANNA KLEEGMAN DANiEL, M. D. 230 pages. 
Cloth. Prentice-Hall. New York. 1953. Price $3.95. 


The Mature Woman is a well-meaning, over-optimistic book on woman’s 
‘‘richest years’’—after the menopause. That it is over-optimistic is even 
indicated by another physician (W. Stokes) who wrote the introduction. 
Stokes points out that many women reaching these years are ‘‘mired in 


defensive, self-pitying attitudes,’’ and that the ‘‘time to prepare for a 
happy old age is childhood.’’ Among other things, the author seriously 
claims that the ‘‘other woman’’ is mostly in the fantasy of the jealous 
wife and ‘‘that lack of orgasm has no relation to frigidity.’’ 


How to Live with Your Teen-Ager. By Dororny W. Barucu. 259 
pages. Cloth. MeGraw-Hill. New York. 1953. Price $3.75. 


In easily readable style, Dr. Baruch deals with the major problems 
which bother ‘teen-agers. She traces development from early childhood, 
but nonetheless points out that parents may remedy mistakes made years 
before their children’s adolescence. 

An outstanding feature of the book is the thoroughness which the au- 
thor gives to the special problems of both adopted children and children 
from ‘‘broken homes.’’ This book will be of value to parents of ’teen- 
agers and parents who will some day have ’teen-agers. 


Summer Street. By Hau E.ison. 132 pages. Paper. Ballantine. New 
York. 1953. Price 35 cents. 


The author advances the idea that the best way to solve the problems of 
an adolescent youth is by his seduction by an older woman. Let the re- 
viewer merely observe that this is far from the accepted theories. 
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Thinking Ahead of Communism. By FrAnx J. Prone, M. D. xv and 
166 pages with bibliography. Paper. Published by the author. Brent- 
wood Village Press. Brentwood, N. Y. 1954. Price $3.00. 

A psychiatrist who diagnoses Malenkov as a case of dementia precox, 
paranoid, presents a look backward from the year 2001 to the conflict of 
Communist and free world in our time and its solution. The solution fol- 
lows Eisenhower’s atoms for peace plan; western atomic scientists restore 
the Gobi desert to cultivation, and Soviet atomie scientists, the Western 
Hemisphere deserts; the Sahara and great Australian deserts are also irri- 
gated. This not too implausible solution of conflict by ending food short- 
ages, however, is accompanied by a general revolution in seientifie thought— 
which among other things has halted overpopulation by taking the mystery 
out of sex. This scientific upheaval is along the lines of a revolutionary 
theory of the universe and of man which was developed by the author, is 
presently strictly personal to the author, and involves new approaches to 
practically everything. The thesis of this book is dependent on this pe- 
euliar theory; and to say that it is far from the views of any eurrently- 
recognized scientific school and will, therefore, lack scientific support, is an 
epic understatement. 


The Enjoyment of Study: In School or On Your Own. By Joun 
SoMERVILLE. 209 pages including index. Cloth. Abelard-Schuman. 
New York. 1954. Price $2.50. 

This is a very useful book, a gift of which would probably first enrage, 
then possibly benefit, a ’teen-ager. On the premise that pre-professional 
education is of legitimate interest to scientific people, the author’s chapter 
on how to take notes and do research could be heartily recommended, not 
only for high school and college undergraduates but for at least some among 
university graduates. 

Dr. Somerville writes for the ordinary student, young or old, who is not 
weighed down with psychological difficulties but needs a practical guide io 
conscious problems. He makes the interesting and encouraging assumption 
that there actually are students who recognize the need for study and ac- 
tually want to learn. 

This is the sort of book that can be recommended with a clear conscience 
by the psychologically sophisticated person. 


In His Hands. By Epwin Baumer. 276 pages. Cloth. Longmans, 
Green. New York. 1954. Price $3.50. 


The story of a doctor’s struggle and faith is the main theme of the book. 
The major problem is whether the doctor should tell his prospective bride 
that she has leukemia. The book is the tale of his inner conflict and his 
final resolution. 
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Design of the Universe. The Heavens and the Earth. By Fritz Kann. 
373 pages including index. Cloth. Crown. New York. 1954. Price 
$5.00. 


Fritz Kahn is the author of a number of extraordinary scientific works 
for the general reading of educated people. Man in Structure and Func- 
tion and Our Sex Life were notable previous achievements in presenting 
with clarity, with extreme compression and without too much distortion the 
general facts of human physiology and reproduction. 


Design of the Universe is something of a background for man as Dr. 
Kahn has previously presented him. It covers the heavens, the earth, and 
the various particles of the atom in 373 pages of brilliant text and bril- 
liant illustration. Any specialist and most non-specialists could cavil at 
faults of omission or commission, as, for instance, the setting down of the 
legends of Amr’s order to burn the library of Alexandria and Galileo’s 
declaration that ‘‘it moves nevertheless’’—without noting that both inei- 
dents are now disbelieved generally. As providing sound general orienta- 
tion, this book should be ideal in libraries for any science students, as 
it presents the background against which any scientific specialty must be 
visualized. Furthermore, once opened, it will be read, and is likely to be 
re-read and re-read. 


Messiah. By Gore Vina. 254 pages. Cloth. Dutton. New York. 1954. 
Price $3.50. 


In the tradition of Dark Green, Dark Red and The Judgment of Paris 
comes Messiah. People who were jolted out of complacency by The Way 
of All Flesh, Brave New World, or ‘‘1984’’ will be jolted by Messiah. 

It is a satire of man’s way, and man’s stupidity in not seeing what is 
coming. 


Black Isa Man. By Harry Rosko.ENko. 191 pages. Cloth. Padell 
Book Company. .New York. 1954. Price $2.00. 


Though this is Harry Roskolenko’s first published novel, he has done a 
remarkable job of it. Black Is a Man is a new and surprisingly effective 
look at the prejudice problem. It is effectively brutal, honest and sensi- 
tively mature—if one can grant its plausibility. 

A white man is new-born at 50 as a ‘‘Negro,’’ the reason—argyria. The 
book can well strengthen the hearts of those opposed to ‘‘racialism’’ and 
‘* Jim Crow’’ rules. 
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A Clinical Approach to Children’s Rorschachs. By FLorence Hat- 
PERN, Ph.D. XIII and 270 pages. Cloth. Grune & Stratton. New 
York. 1953. Price $6.00. 


This book is primarily for advanced students and practising clinical psy- 
chologists. It is a significant contribution to Rorschach literature since it 
represents some of the results of much-needed validation of children’s (ages 
two and one-half to 10) records. 

The writer presents a brief discussion of the theoretical aspects of the 
Rorschach test, the techniques of administering the test to children, seoring 
and significance of test factors. Some excellent material on the general 
interpretive problems of the Rorschach is offered. 

Forty ease records with the original Rorschach protocols and seoring are 
diseussed. These include selected cases of well-adjusted children, of emo- 
tionally disturbed, of schizophrenic, of children with disorders of the cen- 
tral nervous system and of the mentally retarded. Since all these groups 
appear to have some Rorschach factors in common, the major consideration 
is given to response patterns and their contribution to diagnosis. 


Woman’s Surgeon. By Seare Harris. 392 pages. Cloth. Macmillan. 
New York. 1950. Price $5.00. 


An interesting and well-written biography of one of the pioneers of mod- 
ern gynecology, J. Marion Sims (1813-1883), is written by a physician who 
is best known for his work on hyperinsulinism. Harris, as a boy, admired 
Sims, and in his own old age decided to honor the object of his admiration. 
Sims’ most important contribution to science was his famous operation for 
vesico-vaginal fistula ; he was also the founder of Woman’s Hospital in New 
York. He had a flambuoyant, amiable, though irascible, personality ; had 
a series of neurotic difficulties (fear of writing and publie speaking) ; he 
was originally a very unwilling physician, especially full of aversion to 
gynecology. Unfortunately, the biography does not attempt to explain 
Sims’ personality, although, as factual material, the book is excellent. 


The Nothing Man. By Jim THompson. 224 pages. Paper. Dell. New 
York. 1954. Price 25 cents. 


The author misapplies a quotation from Freud—that man cannot accom- 
plish renunciation of pleasure without some kind of compensation—to the 
highly implausible story of a man who lost his genitals by a war wound, 
and resorted, first to aleohol, and then to murder. For general reading, it 


is a damaging misrepresentation of psychoanalysis—and a pretty thin story 
besides. 
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The Origins ani Nature of Marriage. By Lewis Montaiene. 178 pages. 
Cloth. Citadel Press. New York. 1953. Price $3.00. 


A naive book attempts a ‘‘philosophical synthesis,’’ based in its histori- 
eal background on The Origin of the Family by Friedrich Engel (Karl 
Marx’ collaborator). In Engel’s outdated and biased book, the whole in- 
stitution of marriage is explained by economics. Montaigne’s modern de- 
rivative of Engel’s work is based on complete ignorance of unconscious 
mechanisms. Hence, we hear that monogamy resulted from poverty, that 
religion was used nearly exclusively to bolster the patriarchal form of mo- 
rality, and that man’s premature ejaculation is to be explained by the fact 
‘*that man has been forced into habits of haste by the patriarchal ethic.’’ 

The author ignores the reasonable criticism found in present-day society 
concerning sex practices to remark that we live in an intermediary stage 
‘‘marked by increasing talk about love!’’ He misunderstands the term 
‘‘sublimation,’’ considering love a sublimation of genital sex. On the same 
level is the idea that a man may ‘‘switch his mind to some other subject to 
delay his orgasm during intercourse until his wife is ready’’; he appears 
never to have heard of psychogenic frigidity which cannot be cured by 
simply lengthening intercourse. He postulates ‘‘three eternal verities con- 
trolling sex,’’ and explains all mental marital misery by offenses perpe- 
trated against the triad. In this triad, the wish for ‘‘variety and strange- 
ness’’ is included, although the author believes that this can be satisfied in 
monogamy. 


A Visual History of the United States. By Haro.p U. FAuLKNER. 198 
pages including index. Cloth. Schuman. New York. 1953. Price 
$5.00. 


Faulkner’s A Visual History of the United States is presented as a ‘‘new 
kind of history book.’’ Discussion of audio-visual aids to teaching and un- 
derstanding has commonly centered around their use for persons of less 
than an ordinary degree of literacy or persons whose ease of reading is 
not markedly high. Faulkner has produced a visual history for the liter- 
ate. Each page of graphic presentation is accompanied by a page of text. 
The text is not unduly simplified and would seem to presume reading on at 
least a high school level. The graphic material is of fully adult standard. 
Because of the unusual nature of this work, it might require a joint com- 
mittee of statisticians and historians to reach a very intelligent verdict on 
its accuracy and general validity. No major sins, however, were detected 
by this reviewer. 

The principal interest of the psychologically oriented will be in the suc- 
cess of this new method for other than elementary learning and teaching. 
It is something, this reviewer thinks, which is deserving of close attention. 
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Sex Questions and Answers. A Guide to Happy Marriage. By FRED 
Brown, Ph.D., and Rupo.r T. Kempton, Ph. D. 256 pages. Cloth. 
McGraw-Hill. New York. 1950. Price $4.00. 


This book is an unusual one. It consists of approximately 1,200 ques- 
tions and answers, with discussion before and after each chapter. The 
authors—instead of writing about what they feel young people should know 
about sex—went to the people concerned, found out what they wanted to 
know, and then gave them the answers. The people whom they went to 
were men and women in the army, who submitted questions anonymously at 
lectures. In some cases the questioners also reported some of their ideas, 
showing how far afield they actually were from the truth. The psychiatrist 
in private practice finds that many of his patients’ sexual] problems are the 
result of ignorance and misinformation. Had they been able to read a 
book such as this one, many neuroties might have avoided some of their 
symptomatology. 

The book consists of 14 chapters, each taking up one phase or another of 
the sexual question. These are arranged, in an orderly fashion, from phy- 
siology and anatomy, through sex problems in childhood, adolescence and 
finally marriage. The questions cover such problems as contraceptives, 
sterility and pregnancy. One might feel that the problem of homosexuality 
has no place in a marriage guide; but the questions reveal a great deal of 
misinformation and need for the facts; and this book goes a long way 
toward clarifying that problem for the lay person. 

Although it is evident that the authors are trained in Freudian psychia- 
try, this is not made obvious to the ordinary reader. The answers are 
phrased in terms of common sense and good judgment, and are not beyond 
the scope and understanding of the average individual. This book should 
not only guide many toward happier marriage, but should be useful for 
younger people and for parents in dealing with their children. Although 
it is not written for the medical profession, one might advise the general 
practitioner that questions and answers cover what his patients actually 
want to know or are troubled about. The reviewer also judges from his own 
psychiatrie practice that a book of this nature can be helpful to the prac- 
tising psychiatrist—from the standpoint of telling him what the average 
person doesn’t know and, in some cases, what the average person knows 
that isn’t so, both factors in neurotic symptoms. 


The Cobweb. By Wiitiam Gipson. 369 pages. Cloth. Knopf. New 
York. 1954. Price $3.95. 


The Cobweb is a fast and attention-holding novel of a psychiatric insti- 
tution and the people within. A narcissistic wife, an alcoholic, a mental 
patient, psychiatrists are the characters. This reviewer found the atmos- 
phere and people realistic. 
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The Fourth Mental Measurements Yearbook. Oscar Krisen Buros, 
editor. XXIV and 1163 pages. Cloth. Gryphon Press. Highland 
Park, N. J. 1953. Price $18.00. 


People who are familiar with past editions of the Mental Measurements 
Yearbook do not need an introduction to this. It has always been indispen- 
sable as a reference book in the field of psychological tests and measure- 
ments. The fourth edition is no exception. 


This is the seventh in a series of publications designed to assist test users 
in various fields of industry, education and science. It covers the period 
from 1948 through 1951. As each yearbook consists of new material, this 
book is intended to supplement rather than replace earlier books in the 
series. 

The book is divided into eight parts, with the major section devoted to 
‘‘Tests and Reviews.’’ This section lists 793 tests with over 500 test re- 
views by 308 reviewers. It also ‘‘attempts to list all commercially available 
tests—educational, psychological and vocational—published as separates 
in English-speaking countries in the four-year period 1948-1951.’’ 

Another important feature ofsthis new edition is that many tests which 
have heretofore been part of highly restricted and specialized programs 
have been listed and reviewed. 

The second major section ‘‘Books and Reviews’’ lists 429 books on meas- 
urements and related subjects published during the 1948-1951 period. 

Other sections are composed of directories, indices and lists of contrib- 
uting test reviewers. 


On the Nature of Psychotherapy. By ArNno_p BERNsTEIN. 33 pages. 
Paper. Doubleday. New York. 1954. Price 85 cents. 


The subtitle states that this small volume is intended as a statement of 
‘basic definitions and assumptions for students of psychology and medi- 
eine.’’ And as such it serves satisfactorily, though perhaps superficially. 
Diseussing such topics as the nature of therapy, therapeutic instruments 
and relationships, the distinction between psychogenesis and somatogene- 
sis, the nature of disease and others, the author, himself a psychotherapist, 
presents a number of definitional stateraents which help to delineate each 
topic clearly and objectively. However, anyone looking for principles of 
therapy, how therapy is brought about, or how abnormal behavior develops, 
had best look elsewhere. For though the editor’s preface states that ‘‘here 
is a step-by-step description of what psychotherapy involves,’’ the actual 
scope of the essay is much narrower. Though not of the quality of pre- 
ceding Doubleday Papers in Psychology, this booklet should be of service 
to the undergraduate student in clarifying basic terms and assumptions. 
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Affective Disorders. Psychoanalytic Contributions to Their Study. 
Phyllis Greenacre, editor. 212 pages. Cloth. International Univer- 
sities Press. New York. 1953. Price $3.00. 


This book comprises a group of papers which were part of panel discus- 
sions on affective disorders at the American Psychoanalytic Association 
meetings in 1950 and 1951. The papers in this book deal mainly with de- 
pression. As the editor states, somewhat too enthusiastically, ‘‘There was 
no intention or attempt to cover the field of depression in a comprehensive 
or thoroughly organized way, but rather contributions were made by work- 
ers with special interest and experience, dealing with various aspects of the 
subject, sometimes from rather different points of view. Thus, the spread 
or reach of the papers is such as to enrich, to stimulate, to illuminate and 
to suggest further avenues of study, to a rare degree, as well as to summar- 
ize much of the work of the past.’’ 

This reviewer was neither enriched nor stimulated by any of the five 
papers making up the book. The frame of reference of all the authors is 
traditional theory. This reviewer found little that was original or thought- 
inspiring. 


Children in Conflict. Twenty Years of Psychoanalytic Practice. By 
MADELEINE L. RamsBert. Preface by Jean Piaget. Translated by 
Yvette Moxley. 214 pages with glossary of technical terms. Cloth. 
International Universities Press. New York. 1949. Price $3.25. 


Mile. Rambert’s book is of value primarily to parents, teachers, nurses 
and welfare workers as she discusses the main principles of emotional, as 
well as of psychosexual, development of the child. Her interpretations are 
based on strictly psychoanalytical theory, and she deseribes in detail the 
techniques of child analysis as a treatment process. There are many brief 
ease studies from her personal analytical practice. Drawings and dreams 
are discussed in regard to therapy and diagnosis. 

The theoretical frame of reference is well clarified for the non-profes- 
sional reader; and the volume does a fine job of opening up the lines of 
communication between the clinician and the large group of others engaged 
in working with children. 


On Dreams. By Sigmunp Freup. 120 pages including index. Cloth. 
Norton. New York. 1952. Price $2.50. 


This short but important volume was written the year after Freud’s pub- 
lication of his famous Interpretation of Dreams. This new English version, 
translated by James Strachey, is beautifully printed and in convenient for- 
mat. It is a valuable addition to any psychoanalytic library. 
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The Annual Survey of Psychoanalysis. Volume IJ. John Frosch, M. D., 
et al., editors. 724 pages including index. Cloth. International Uni- 
versities Press. New York. 1954. Price $10.00. 


This is the second volume of a collection aimed to present a picture of 
progressive development in psychoanalysis from year to year by surveys of 
important papers in various fields. This is an exceedingly difficult task, 
both in selection of the literature to be reviewed and in the faithful pre- 
sentation in summary form of the original authors’ work. Such a book 
as this can, in all probability, never attain its objective. The cautious 
practitioner will be more likely to regard it as a useful bibliography with 
commentary than to take the commentary as even sound secondary source 
material. 

Volume II reviews 276 articles, and abstracts 14 books—about a third of 
those whose publication the authors list. Discounting all the well-founded 
criticisms which can be aimed at any book of this kind, its function as a 
bibliography alone should entitle it to a place in any library for students. 


The Scourge of the Swastika. By Lorp Russe. or Liverpoot, C. B. E., 
M. C. 259 pages including index. 16 pages of illustrations. Cloth. 
Philosophical Library. New York. 1954. Price $4.50. 


Because of his persistence in refusing to halt publication of this book, 
Lord Russell was forced to resign as assistant judge advocate general in the 
British Army. It was from such a position in the British Army of the 
Rhine that he obtained much of his information for this chronicle. It is, of 
course, brutal, frightening, and disgusting ; it reports on Auschwitz, the gas 
chambers, crematoria, mass executions, extermination of Jews, the massacre 
of Lidice, Autun, Oradour, Belsen, Buchenwald, Birkenau—the infamous 
Ilse Koch. These horrible reminders of past totalitarianism are timely 
warnings for the future. 


Prison, Probation or Parole? By Pau W. Keve. 263 pages. Cloth. 
University of Minnesota Press. Minneapolis. 1954. Price $3.75. 


Mr. Keve, at present assistant chief probation officer for Hennepin 
County District Court, Minnesota, has herein done a magnificent job of case 
writing. He presents some 30 reports, ranging from fraud to murder, and 
uses them for the framework of a detailed study of the penal system. 


The Years Are Even. By Hopert Skipmore. 342 pages. Cloth. Ran- 
dom House. New York. 1952. Price $3.50. 


This is an unsuccessful attempt to describe in the form of a novel the 
psychological setting of identical twins. The trouble is that the author is 
ignorant of unconscious mechanisms. His description is on the surface. 
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The Nature of Prejudice. By Gorpon W. ALLportT. 537 pages includ- 
ing index. Cloth. Beacon Press. Boston. 1954. Price $7.00. 


Gordon Allport’s book is introduced by the publishers as ‘‘the definitive 
and most comprehensive survey of prejudice now available in any single 
volume.’’ The reviewer thinks this description is not one bit overdrawn. 
Allport covers the field sociologically, psychologically and from such other 
points of view as theology and economies. The positive proposals for im- 
provement of social structure and personality structure are temperate, are 
generally reasonable, and would have the approval of 1st psychiatrists. 

The reviewer would recommend this volume as the most comprehensive 
and usable which he has seen for the library of any student of personality, 
from the social worker to the apprentice psychiatrist. 


Walk Toward the Rainbow. By Joun Be Cayton. 308 pages. 
Cloth. Maemillan. New York. 1954. Price $3.75. 


The author of Siz Angels at My Back and Wait, Son, October Is Near 
writes another vivid novel. He, however, seems to employ a book knowl- 
edge of psychoanalysis to suggest—to this reviewer at least—the unscientific 
view that sex is merely something to be enjoyed by those young enough to 
enjoy it, regardless of social, ethical or psychological considerations. 


The Only Child. By Norma E. Currs and Nicnoias Mose.ey. 245 
pages. Cloth. Putnam’s. New York. 1954. Price $3.50. 

The Only Child is another ‘‘do’s’’ and ‘‘don’t’s’’ guide for parents. It 
covers most of the situations peculiar to the only child or the ‘‘almost only”’ 
(the child with a wide age difference from its siblings or the single remain- 
ing sibling). A great deal of the authors’ reasoning is applicable in any 
family situation. 


Dark Destiny. By Epcar E. Dantes. 172 pages. Cloth. Vantage. New 
York. 1954. Price $3.00. 

This book is the history of a fictional neurosis, written without clinical 
jargon, and well worth the while of the student or of the general reader 
who is interested in psychology. The author is a practising psychoanalyst, 
and his book is realistic, and well written. 


Flight to Africa. By JoHANNA Moosporr. Translated by Richard and 
Clara Winston. 256 pages. Cloth. Harcourt, Brace. New York. 
1954. Price $3.50. 

This imaginative novel involves the subject of magic, the pressures and 
fears of post-war Berlin, the depths of Africa, romance and mystery. It is 
enjoyable, though not a great contribution either to literature or the total 
of human knowledge. 
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Johnny Forsaken. By G. B. Stern. 236 pages. Cloth. Macmillan. 
New York. 1954. Price $3.50. 


Again Miss Stern has written a novel worth reading, but again it is no 
outstanding accomplishment. 

It is the biography of one Johnny Trevose, involving, as a background, 
his hobby of directing the ‘‘Drake Ogilvie Players’’ in a small town in 
England. The conflict is essentially within the main character’s mind, 
and it is, though not a new idea, interesting. Johnny believes a friend to 
be a fraud and finds she isn’t. His resolution of his ego-centered prob- 
lems is thought-provoking and fairly well described. 


Adolescent Psychology and Development. By WeENbELL W. Cruzz, 
Ph.D. XII and 557 pages. Cloth. Ronald Press. New York. 1953. 
Price $5.00. 


A textbook for college courses gives a comprehensive picture of adoles- 
cent development in which every aspect of growth is covered—physical, 
social, intellectual, emotional and moral. 

Extensive use has been made of the recent scientific studies involving 
surveys of large groups of developing adolescents, and of long-term, longi- 
tudinal studies and clinical studies of individual adolescents. 


The Face of Time. By James T. Farre.t. 366 pages. Cloth. Van- 
guard. New York. 1953. Price $3.75. 


In a striking contrast between the problems and anxieties of old age and 
youth, and the intervening years, Farrell does an admirable character study 
of an Irish immigrant family. Although a separate and independent novel 
this is a continuation of a tetralogy concerning the life of Danny O'Neill. 
In point of time, it would be considered the first of the series. 


The Girl in Lover’s Lane. By CuHArLes BosweE.i and Lewis THOMPSON. 
186 pages. Paper. Gold Medal Books. New York. 1953. Price 25 cents. 


The famous unsolved Hall-Mills murder case of 1922 offers a territory of 
fascinating psychopathology. The Girl in Lover’s Lane, however, is a 
mere report of facts widely known and, for the most part, printed in the 
newspapers of the day. It is a fine objective job of news rewriting but has 
nothing new to offer the student of psychology. 


Solitude and Privacy. By Paui Hatmos. 168 pages. Cloth. Philo- 
sophical Library. New York. 1953. Price $4.75. 

An erudite snd rather confusing sociological study—a Ph.D. disserta- 
tion—adducing all types of material (from literature to sociology, from 
different schools of analysis to choral dances), without bringing the prob- 
lem of man’s gregariousness and loneliness nearer to understanding. 
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The Insight Test. By Heien D. Sargent, Ph.D. xii and 276 pages. 
Cloth. Grune & Stratton. New York. 1953. Price $6.75. 


The Insight Test is a pencil and paper projective technique composed of 
a set of conflict situations or ‘‘armatures’’ to which the subject is asked to 
respond, either orally or in writing, by telling what the leading character 
did, why he (or she) did it, and how he felt about it. In this book or man- 
ual, the originator of this test, Helen Sargent, describes and demonstrates, 
through the use of illustrative protocols typifying the various psychiatric 
diagnostic classifications, the quantitative and qualitative aspects of the 
scoring system that she has devised. The quantitative scoring system, 
which is filled out and completed by impressions from the content, consists 
of the analysis of each response according to the type of emotional ex- 
pression, the defenses used in attempting to cope with the problem, and 
any deviant verbalizations that the test material might elicit. 

Sargent holds that The Insight Test is effective both as a diagnostic tool 
and as a means of getting at a number of aspects of the personality organi- 
zation of the patient: the self-concept, the defense structure, and the habit- 
ual modes of dealing with emotional problems. It can be used to supple- 
ment the findings of such tests as the TAT and Rorschach, or it ean be used 
independently. Its special advantages lie in its ready adaptability for 
specified purposes, such as self-administration, or group testing or for test- 
ing subjects with visual defects. 

Sargent should be commended for eliminating the static sign-approach 
from her technique and, instead, employing a dynamic viewpoint which 
freely utilizes psychoanalytic theories in evaluating the individual— 
in terms of defenses, ego-organization, habitual modes of adaptation, ete. 
However, the many disadvantages of this technique—the lack of suitable 
norms and adequate standardization, the doubtful reliability of the parallel 
sets of armatures, and the rather complicated scoring system—do not as 
yet recommend this test for employment independently in the clinie with 
any level of confidence. Indeed, Sargent is quite cognizant of her test’s 
shortcomings, and wisely delimits the use of this manual as ‘‘ primarily for 
the clinician and the clinical research worker, in the expectation that he 
will take creative liberties with the stimulus material, the method of analy- 
sis, the technique of administration, or with any other aspects of the test 
by which it may be made more effective for special purposes.’’ 


The Best of Husbands. By Asa ve Cespepes. 343 pages. Cloth. Mac- 
millan. New York. 1952. Price $3.7). 


Translated from the Italian by Frances Frenaye, this novel concerns a 
woman in love and the disillusion she faced in marriage. Its psychology 
aside, the story is of the absorbing sort that calls for finishing in a single 
session. 
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The Pre-Adolescent Exceptional Child. Proceedings of the 35th Con- 
ference of the Child Research Clinie of the Woods Schools. 66 pages. 
Paper. Woods Schools, Langhorne, Pa. May 23, 1953. No charge. 


This is the second in a series of conferences on ‘‘the exceptional child 
from birth through adolescence.’’ Of outstanding value, is a paper by 
Archie A. Silver, M. D., of Bellevue Hospital on differential diagnosis of 
childhood schizophrenia, organic states and emotional deprivations. His 
distinctions between schizophrenia and organic states show the profound 
nature of the schizophrenic process. Treatment of the mentally retarded 
child and treatment of the emotionally disturbed child, as well as a panel 
discussion, are among the subjects included. 


New Directions in Social Work. Cora Kasius, editor. 258 pages. Cloth. 
Harper. New York. 1954. Price $3.50. 


This book was dedicated to Dr. Phillip Klein of the New York School of 
Social Work, and the first chapter is devoted to a brief biography of Dr. 
Klein and his contributions to the field. The work is a combined effort of 
15 social workers, and each contributes a chapter or essay on current prob- 
lems. Past and present social work developments are reviewed with prog- 
nostications for the future. Such problems as government in social work, 
the responsibilities of the profession, financing and education are thor- 
oughly discussed. The book reads like a current professional journal; the 
chief advantage it has to offer is that its articles are all bound in one cover. 


Psychology in the Nursery School. By Ne.iiz Wo._rHeim. 144 pages. 
Cloth. Philosophical Library. New York. 1953. Price $3.75. 


A more fitting title than Psychology in the Nursery School might be 
‘*Psychoanalysis in the Nursery School.’’ The major emphasis of the book 
is a description of the nursery school run in accordance with Freud’s find- 
ings. The author presents numerous examples of child behavior along with 
their psychoanalytic interpretations. A most illuminating chapter deals 
with play and occupations. At times the German-style sentence structure 
makes for difficult comprehension. 


Towards an Understanding of Juvenile Delinquency. By BrrNarp 
LANDER. 143 pages. Cloth. Columbia University Press. New York. 
1954. Price $3.00. 


This is the unemotional statistical study of 8,464 cases of juvenile de- 
linquency in Baltimore. It is a sociological, and especially an etiological, 
study of the backgrounds of the delinquents—as numbers in a record file. 
The book is fascinating for the statistically minded ; rather dull for anyone 
else, as might be expected. 
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Building a Successful Marriage. Second edition. By J. T. Lanpis and 
M. Lanpis. 564 pages and XII pages, with 28 tables, 106 figures, 4 
appendices and index. Cloth. Prentice-Hall. New York. 1953. 
Price $5.25. 


The authors have presented a revised edition of a fund of scientific knowl- 
edge regarding ‘‘mate selection, courtship, and the adjustment problems 
of marriage.’’ They suggest that a good marriage is a successful interde- 
pendence showing co-operative effort and resulting in the individual’s emo- 
tional growth or progress. 

The subject matter covers most of the problems of the premarital and 
marital periods. The book can be considered essential for marriage coun- 
selors, and useful for couples who wish to build a permanent successful 
marriage. 

From their research, the authors find that ‘‘both the husbands, and wives 
list as most important: expression of affection, understanding, give and 
take, tolerance, or a desire for the success of the marriage.’’ They discuss 
successes and failures realistically. Topies vary from types of insurance 
to sex adjustment. The Marriage Prediction Schedule of Burgess, Cot- 
trell, Jr., and Wallin is included. This book will stimulate considerable 
thought and can be re-read with profit. 


Paying for Medical Care in the United States. By Oscar N. SERBEIN, 
Jr. 543 pages. Cloth. Columbia University Press. New York. 1953. 
Price $7.00. 


This book takes on significance in the light of the current controversy 
over health insurance in the United States. It is a statistical reference 
work, giving details of the national general health, the numbers and types 
of care plans available, notes on all prepayment plans and the roles of 
business and government in medical care. 


Asa Man Falls. By Howarp Riaspy. 185 pages. Paper. Fawcett. New 
York. 1954. Price 25 cents. 


Supposedly a story of a man approaching psychosis, this is far, far from 
reality. 


Come Destroy Me. By Vin Packer. 144 pages. Paper. Faweett. (Gold 
Medal Books.) New York. 1954. Price 25 cents. 
This is a cleverly developed and fairly well-written story, with its em- 


phasis entirely on perversion—so much so that it is not even a credible case 
study. 


PART 2—1954—L 
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Long Journey. By Dr. Haro.p KENNETH Fink. 298 pages. Cloth. 
Julian Press. New York. 1954. Price $3.95. 


This is presented as a verbatim report written at a patient’s request, by 
his psychiatrist—the case history of a masochist, set down in great detail. 
A wealth of scientific material is included in the appendix. There are 
dream interpretations and psychological comment. The book is a well- 
integrated, carefully arranged and well-presented work. 


Journey Between Freedoms. By Tanya MATrHews. 281 pages. Cloth. 
Westminster Press. Philadelphia. 1951. Price $3.50. 


This is a badly-written book on an interesting topic: an autobiography 
of a Russian girl who spent her first three decades in contemporary Russia. 
Her personal affairs are presented instead of the far more interesting in- 
formation the reader will look for about daily life under terrorism. Notes 
on this subject are more than skimpy. 


I'll Cry Tomorrow. By Lian Roru. 347 pages. Cloth. Frederick 
Fell, Inc. New York. 1954. Price $3.95. 


This is the frank autobiography of a famous stage figure, and, as every- 
body knows, a well-deserved and well-read best seller. 

Lillian Roth’s life has not been a pleasant one by anybody’s measure, 
and, in her own story, she seems intent on giving a truthful dramatization. 
There is sincere and interesting reporting of her difficulties with aleohol, 
but the psychiatric implications are sometimes obscure. With all recogni- 
tion that Miss Roth offers no more psychologically than have scores of 
other writers, her book is strongly to be praised for its unusually high pub- 
lie appeal; it is easily read, and, with all its unhappy content, its style 
makes for reading enjoyment. 


The Swift Cloud. By Sicrip pe Lima. 235 pages. Cloth. Scribner’s. 
New York. 1952. Price $3.00. 


In this novel a man is charged with the murder of his idiot son; it is 
essentially the story of a fundamentally good man who, by circumstances, 
is surrounded by cement walls and bars, awaiting justice. It deals largely 
with the moral question of guilt, a problem that is, of course, always of 
psychological interest. 


To Wake in the Morning. By Hitpa Sipney Krecu. 342 pages. Cloth. 
Macmillan. New York. 1954. Price $3.75. 
A friendly and unimportant novel concerns a girl afraid of marriage, 


and wavering between two men. Unfortunately, though meaning well, it 
presents too slim a basis for a novel with psychological aspirations. 
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What You Should Know About Mental Illness. By Ori Ross Yosr, 
M. D. 165 pages. Cloth. Exposition Press. New York. 1953. Price 
$3.50. 


There can be little important disagreement with the general factuality 
of this exposition of psychiatry for the lay public although there are some 
questionable statements, as the assertion that in anxiety neurosis ‘‘ usually 
the underlying cause is an unstable constitution. . . .”’ The style is un- 
imaginative, and the section on psychiatry and religion fails to discern the 
core of the problem or offer any enlightened solution. The first part of the 
book deals with mental and emotional development based on a dynamic, tri- 
partite theory; then mental illnesses are discussed ; and the closing section 
deals with public responsibility for mental hygiene. The book can, how- 
ever, be recommended, with reservations, as a primer; but the material will 
be familiar to the well-read among the general public. 


The Tunnel of Love. By Pertrer De Vries. 246 pages. Cloth. Little, 
Brown. Boston. 1954. Price $3.50. 

Augie Poole, a gag writer and cartoonist ; Dr. Vancouver, at first a hypo- 
chondriae general practitioner, and eventually a hypochondriac obstetri- 
cian; Mrs. Mash, an investigator for an adoption agency, and a host of 
other very human characters wander in and out of troubles in this humor- 
ous and well-told story. 


Hugh Roy Cullen. By Ep Ki.MAn and THEON Wricut. 362 pages. 
Cloth. Prentice-Hall. New York. 1954. Price $4.00. 

An interesting book describes the life story of a Texas oil millionaire and 
philanthropist. What is omitted is the decisive psychological part. There 
is no hint of explanation of Cullen’s uncanny ability to find oil where 
others failed, and no explanation of his rugged individualism. 





CONTRIBUTORS TO THIS ISSUE 


ABRAHAM N. FRANZBLAU, Ph.D., M. D. Dr. Franzblau received his 
Ph.D. from Columbia and his M. D. from Cincinnati. He is professor of 
pastoral psychiatry at the school which trains rabbis for the liberal Jewish 
ministry, the Hebrew Union College-Jewish Institute of Religion. He has 
been a pioneer in the application of psychiatry to the ministry, and has 
lectured at many seminaries. Dr. Franzblau is also dean of the schools of 
education and sacred music of his institution, in which other religious func- 
tionaries than rabbis (cantors, principals, teachers) are trained. He is a 
member of the psychiatry department of Mount Sinai Hospital, New York 
City and devotes part of his time to private practice. His latest book, The 
Road to Sexual Maturity, was reviewed in THE PsycHiarric QUARTERLY, 
28:4, 701, October 1954. 


CAPT. WARREN S. WILLE, MC, U. 8. A. R. Captain Wille was born 
in Durand, Mich., in 1924. He received his B. S. degree from Alma Col- 
lege, Alma, Mich., and his medical degree from the University of Michigan 
Medical School. He served as resident psychiatrist at Ypsilanti State Hos- 


pital, Ypsilanti, Mich., for three years before entering the army in August 
1951. In the military service, he has been assigned to Percy Jones Army 
Hospital, Battle Creek, Mich., where he has been chief of the neuropsychi- 
atrie service. He is a diplomate of the American Board of Psychiatry and 
Neurology and a fellow of the American Psychiatrie Association. Dr. Wille 
has written previously on finger painting for this journal. 


IRWIN B. GOULD. Mr. Gould is a graduate of New York University, 
receiving his B. A. in psychology in 1950, after studies that followed three 
years of active duty in the United States Navy. He is at present matricu- 
lating for his Ph.D. at Teachers College, Columbia University. 

Before taking his present position as rehabilitation counselor at River- 
side Hospital, North Brother Island, New York City, in 1953, he was em- 
ployed by the New York State Division of Vocational Rehabilitation. 


LAURA SMITH, R. N. Miss Smith has been nurse-co-ordinator at 
Riverside Hospital since 1953. Originally from Raleigh, N. C., she com- 
pleted her nursing training at Lebanon Hospital, New York City, in 1927. 
Miss Smith was chief nurse in charge of the New York Cancer Institute 
outpatient department from 1934 to 1942. From 1942 to 1952 she was 
chief nurse of the neurological division of the New York City Home for 
Dependents. 
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WAYNE BARKER, M. D. Dr. Barker is a graduate of the University 
of Chicago and the University of Chicago School of Medicine. In follow- 
ing a career in research, he went to New York City after service in the 
United States Navy, as a Commonwealth fellow in the New York Hospital 
and Cornell University College of Medicine. Before joining the staff of 
Riverside Hospital in 1952, he conducted the work of the Cornell Univer- 
sity, Veterans Administration Epilepsy Research Project at the Bronx 
Veterans Administration Hospital. He is associate visiting psychiatrist at 
Riverside Hospital, North Brother Island, New York City. 


RAFAEL R. GAMSO, M. D. Dr. Gamso, medical superintendent of 
Riverside Hospital, was born in Brooklyn in 1911. He received his B. S. 
degree from New York University in 1932 and his M. D. from Baylor in 
1936. He interned at Cumberland Hospital in Brooklyn, was on active 
duty with the United States Army from January 1941 to March 1946, and 
was appointed director of the outpatient department at Kings County Hos- 
pital, Brooklyn, in 1948. In 1950, he was appointed deputy medical super- 
intendent at Kings County Hospital, in charge of the psychiatric division. 
In August 1953 he became medical superintendent of Riverside. 


WALTER S. BOERNSTEIN, M. D. Dr. Boernstein is a psychoanalyst 
in New York City where he has been in practice for more than 10 years. 
He was trained in Germany, in experimental physiology at the Physiologi- 
eal Institute, Frankfurt am Main, and in neurology and psychiatry at the 
University Clinies in the same city. Later he did considerable research in 
physiological psychology in Frankfurt and at the Psychological Institute 
of the University of Berlin. After Hitler came to power, Dr. Boernstein 
went for experimental work with Prof. Lancelot Hogben at the London 
School of Economies laboratory of biology, and later went with Yale Uni- 
versity. Dr. Boernstein’s chief lines of research are in the field of the mu- 
tual relations of perceiving and personality. 


GERDA WILLNER, M.D. Dr. Gerda Willner is a graduate of the Uni- 
versity of Vienna in 1936. She served a rotating internship in various hos- 
pitals in Vienna and came to this country in 1938, when she again served 
an internship in a general hospital in Wisconsin. She went to Central Islip 
(N. Y.) State Hospital in 1943 and is at the present time a supervising 
psychiatrist there. She is a fellow of the American Psychiatrie Association 
and a member of other professional societies, and is a diplomate in psy- 
chiatry of the American Board of Psychiatry and Neurology. 


EMIL GUENTHER WINKLER, M. D. Dr. Winkler is a graduate of 
the Medical School of the University of Breslau in 1925. He was trained 
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in neurology and psychiatry at the university hospitals, Breslau, from 1925 
to 1929 and from 1929 to 1938 was engaged in the private practice of neu- 
rology and psychiatry. Dr. Winkler came to America in 1940 and from 
1944 to 1947 was assistant physician at the Hudson County Hospital for 
Mental Diseases at Secaucus, N. J. Since 1947, he has been a senior psy- 
chiatrist at the psychiatric division, Kings County Hospital, Brooklyn. 
Dr. Winkler wrote a number of papers in Germany dealing with neurologi- 
eal subjects, and has had three published in the United States, one a psy- 
chiatric study of homicide cases with Dr. Gladys McDermaid. In 1948, he 
was appointed to the staff of the Long Island College of Medicine, and is 
now clinical assistant professor with the State University of New York, 
College of Medicine at New York City, department of psychiatry. 

Dr. Winkler is a diplomate of the American Board of Psychiatry and 
Neurology, certified in both specialties. He is a fellow of the American 
Psychiatrie Association and a corresponding member of the Cuban Neuro- 
logical and Psychiatrie Society. 


MAX WEISSMAN, M. D. Dr. Weissman received his medical degree 
from the University of Vienna in 1921 and was connected with the Univer- 
sity of Vienna Medical School, department of psychiatry and neurology, 
from 1921 to 1938 as associate lecturer. He is author or co-author of more 
than 20 papers on neurological and psychiatric topics. 

Since 1938, Dr. Weissman has been in the United States, connected with 
the psychiatric division of Kings County Hospital since 1942. At present, 
he is chief psychiatrist there and is clinical assistant professor at the State 
University College of Medicine, New York City. Dr. Weissman is a diplo- 
mate of the American Board of Psychiatry and Neurology. 


GLADYS McDERMAID, M. D. Dr. MeDermaid received her medical 
degree from the University of Colorado Medical School in 1926. She was 
a resident and junior psychiatrist at Bellevue Hospital, New York City, 
from 1929 to 1936, and has been a senior psychiatrist at Kings County Hos- 
pital since 1936. She is a diplomate in psychiatry of the American Board 
of Psychiatry and Neurology, and is clinical assistant professor of psychia- 
try at the Medical School of the University of the State of New York at 
New York City. She is a member of the American Psychiatrie Association 
and other professional organizations. She has previously written in col- 
Jaboration with Dr. Emil Guenther Winkler. 


HANNA SCHREIBER, M. A. Hanna Schreiber was resident psycholo- 
gist at the New York Hospital, Westchester Division, from 1949 to 1951. 
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She is now in private practice as a psychologist in New York City. She re- 
ceived her bachelor’s degree from Hunter College in 1947 and her M. A. 
from Teachers College, Columbia University, in 1949. 


MARY ALICE WHITE, Ph.D. Dr. White is the head of the psychology 
department of the New York Hospital, Westchester Division, and is in pri- 
vate psychological practice in White Plains, N. Y. A graduate of Vassar 
in 1941, Dr. White received her Ph.D. from Columbia in 1948. 


DORIAN M. ROSE, Ph.D. Dr. Rose is a psychologist at Worcester 
(Mass.) State Hospital, where her time is divided between the traveling 
school elinie and therapeutic work with schizophrenic girls. Born in 1915 
in California, she received her bachelor’s degree from the University of 
California at Los Angeles in 1937 and her M. A. from the University of 
California at Berkeley in 1946. Her doctor’s degree is from Clark Univer- 
sity (Worcester) in 1950. Dr. Rose was a psychiatric social worker in the 
WACs from 1944 to 1946. She interned in clinical psychology at Worces- 
ter State Hospital in 1947 and 1948 and was a Veterans Administration 
trainee in clinical psychology in 1948 and 1949. She has been a psycholo- 
gist at Worcester State Hospital ever since. She is the author of two pre- 


vious publications in the field of physiological and experimental psychology. 


M. CATHERINE BUTLER. Miss Butler has been director of educa- 
tional therapy at Worcester State Hospital since 1948. She received her 
A. B. in psychology from Clark University in 1946, served as a psychiatric 
aide at the Institute of Living, Hartford, in 1946 and 1947 and as an edu- 
cational therapist at the same institution in 1947 and 1948. She did grad- 
uate work in psychology and education at Clark in 1949 and 1950. At 
present her assignments are divided between educational therapy with 
young patients and group psychotherapy. 


E. DAVID WILEY, LL.B. Mr. Wiley is associate attorney in charge of 
the office of counsel in the New York State Department of Mental Hygiene. 
He was born in Maine and received his law degree from Albany Law School 
in 1936. He has been in state service since 1937 and with the Department 
of Mental Hygiene since 1941. 

During the war years Mr. Wiley served in the office of General Counsel 
for the Social Seeurity Agency, on the Army Air Force Evaluation Board 
and with the Office of Strategie Services in Washington, D. C. 

He is admitted to practice before the New York State and federal courts 
and is a member of the New York State and Albany County Bar Associa- 
tions. 





RICHARD F. BINZLEY, M. D. 


Richard F. Binzley, M. D., director of Syracuse Psychopathic Hospital 
since November 1952, was appointed assistant commissioner of the New 
York State Department of Mental Hygiene by Commissioner Newton Bige- 
low, M. D., on October 1, 1954. He took over the duties left by Assistant 
Commissioner Robert C. Hunt, M. D., who was transferred to head the 
Mental Hygiene Department’s new community mental health service. 

Dr. Binzley has been with the state hospital service since 1933. Born in 
New Brighton, Pa., in 1903, he was graduated from Geneva College, 
Beaver Falls, Pa., in 1926 and from the school of medicine of Western Re- 
serve University in 1930. After an internship and residency at Grasslands 
Hospital, Valhalla, N. Y., he joined the state hospital service as an assistant 
physician at Pilgrim. He had been associate director of Pilgrim since 1951 
when he was appointed Syracuse Psychopathic Hospital director. 

As assistant commissioner, Dr. Binzley has been continuing to administer 
the Syracuse hospital as acting director. Dr. Binzley is a diplomate of the 
American Board of Psychiatry and Neurology in both psychiatry and neu- 
rology, is a member of the American Psychiatrie Association, a fellow of 
the American Medical Association and a member of other professional or- 
ganizations. His wife is Constance Barwise, M. D., now a supervising psy- 
chiatrist at Marey State Hospital. They have one son, Richard Charles 
Binzley, now aged 17. 

Both Dr. Binzley and Mrs. Binzley are interested in dogs, who are not 
only family pets but go hunting with Dr. Binzley. They have raised and 
trained three show dogs, two Weimaraners and a Chesapeake Bay retriever. 
At Pilgrim, the Binzleys were enthusiastic sailors, winning the Orient Yacht 
Club eup three times. Dr. Binzley describes himself as a ‘‘compulsive 
reader,’’ with a major interest in history and a general interest covering 
a wide range outside his necessary professional reading. 
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Dr. George F. Etling, director of St. Lawrence State Hospital since July 
1952, has been promoted to senior director and was assigned, on July 16, 
1954 to head Wassaic State School. The appointment was made by New- 
ton Bigelow, M. D., New York State commissioner of mental hygiene. 

Except for naval service during World War II as lieutenant-commander 
in the medical reserve, Dr. Etling has been with the New York State De- 
partment of Mental Hygiene since 1929. He is no stranger to the state 
schools, having done a large part of his service there; he was assistant di- 
rector of Rome State School from 1944 until his appointment at St. Law- 
rence. At Wassaic, he heads a school of some 4,500 patient population. 

Dr. Etling, born in Buffalo in 1903, was graduated from the University 
of Buffalo College of Medicine in 1928. After an internship at Buffalo City 
Hospital, he joined the state hospital system at Buffalo State Hospital in 
1929. He also served on the Rockland State Hospital staff before his as- 
signment as assistant director to Rome. While he was at Rockland, he did 
graduate study in neurology and psychiatry at the New York State Psy- 
chiatric Institute and study in general, surgical, and neurological pathology 
at the New York Postgraduate Hospital. Dr. Etling is a fellow of the 
American Association on Mental Deficiency, and a member of the American 
Psychiatrie Association and the American Medical Association, as well as 
of other professional societies. Dr. Etling’s wife is the former L. Elaine 
Rubery of Buffalo; they have two daughters, Mrs. Ernest E. Lindenmayer, 
Jr., of Syracuse, and Anne, a junior at Wells College. 





I. MURRAY ROSSMAN, M. D. 


I. Murray Rossman, M. D., assistant director of Kings Park State Hos- 
pital since 1946, was named director of Gowanda State Homeopathic Hos- 
pital by New York State Commissioner of Mental Hygiene Newton Bigelow, 
M. D., on July 16, 1954. Dr. Rossman has been in the New York State hos- 
pital service since 1930. 

Born in Toronto, Canada, in 1905, Dr. Rossman received his medical de- 
gree from the University of Toronto and entered state service following a ro- 
tating internship at Hamot Hospital, Erie, Pa. In 1936, he was transferred 
to Harlem Valley State Hospital where he became assistant director in 
1942. He entered the navy as lieutenant-commander in 1944, and, after 
leaving the service in 1946, became assistant director at Kings Park. Dur- 
ing his naval service, he was chief of neuropsychiatry at the Sampson naval 
training station. Among other professional interests, Dr. Rossman has 
specialized in child psychiatry. 

Dr. Rossman is a fellow of the American Psychiatric Association and of 
the American Geriatrics Society, and a member of other professional or- 
ganizations, including the Association of Military Surgeons of the United 
States. At Kings Park, he has been a member of the Lions Club. 

Dr. Rossman’s wife is the former Catherine Herrmann of Erie, Pa.; they 
have two daughters, Barbara, 17, a student at the University of Buffalo, 
and Judith, 13. Dr. and Mrs. Rossman have both interested themselves 
in recent years in such community activities as service clubs, the PTA, the 
Red Cross, and Seouting. Before World War II, the Rossmans were 
greatly interested in dogs; and for some years both Dr. Rossman and Mrs. 
Rossman were kennel club members. 
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HERMAN B. SNOW, M. D. 


Dr. Herman B. Snow, who had been assistant director of Utica State Hos- 
pital since 1948, was named director of St. Lawrence State Hospital on 
July 16, 1954 by New York State Commissioner of Mental Hygiene Newton 
Bigelow, M. D. He has been in the state service for 20 years, except for 
service in the army medical corps during World War II. 

Dr. Snow was born in 1909 in New York City and was graduated from 
the College of Medicine of Syracuse University in 1933. After a year’s rotat- 
ing internship at the University Hospital in Syracuse, he served a resident 
internship at Binghamton State Hospital. He was supervising psychiatrist 
at Binghamton when he was named assistant director at Utica, serving at 
Utica as both clinical and administrative assistant. During this period he 
also was acting medical inspector for a year. Dr. Snow is a diplomate in 
psychiatry of the American Board of Psychiatry and Neurology, is a mem- 
ber of the American Psychiatrie Association and a member of various other 
professional societies. His army service was in various posts in the continen- 
tal United States and he was discharged with the rank of lieutenant-colonel 
in 1946. He had been in the national guard since 1935 and was on active 
service in the Army of the United States for six years. 

Mrs. Snow is the former Eleanor Frances Howell, a graduate of the 
School of Nursing of University Hospital, Syracuse University. There are 
two sons: David Richard, 15 and Robert Michael, 11. Dr. Snow is inter- 
ested in a number of non-professional activities. He and Mrs. Snow are 
both enthusiastic bowlers. They both like to play bridge; they share a 
hobby of raising parakeets, and Mrs. Snow enjoys flower gardening. 





DONALD M. CARMICHAEL, M. D. 


Donald M. Carmichael, M. D., associate director at Rockland State Hos- 
pital since 1951 and a member of the New York State hospital service for 
23 years, was named director of aftercare clinics for the New York State 
Department of Mental Hygiene on July 16, 1954. He was appointed by 
New York State Mental Hygiene Commissioner Newton Bigelow, M. D., to 
this new position which is equivalent in rank to director of a state hospital. 

Born in Canada in 1902, Dr. Carmichael was graduated from Queens 
University School of Medicine at Kingston in 1926. He served a general 
internship at Nassau Hospital, Mineola, N. Y.; served for two years in 
pediatrics at Memphis General Hospital, Memphis, Tenn., and Children’s 
Memorial Hospital, Chicago, and was in the private practice of pediatrics in 
Beaumont, Texas in 1930 and 1931. Dr. Carmichael entered the state serv- 
ice at Kings Park State Hospital in 1931. He transferred to Pilgrim State 
Hospital in 1933 and remained there until 1943 when he became clinical 
director at Harlem Valley State Hospital. He was named assistant direc- 


tor at Rockland in 1947 and associate director there in 1951. He is a diplo- 
mate in psychiatry of the American Board of Psychiatry and Neurology, a 
fellow of the American Psychiatrie Association and a member of other pro- 
fessional organizations. He is president of the American Group Psycho- 
therapy Association and past president of the Long Island Psychiatrie 
Association. 


Dr. Carmichael is married to the former Bernadine Connaway ; there are 
five children : Dunean, now in the air force; Angus, now in college; Nancy 
and Henry, in high school; and Dennis, in junior high school. All five 
children play musical instruments and have been members of school bands, 
orchestras and choruses. Besides reading, sports and music, the Carmichael 
family’s numerous interests include gardening, raising pheasants and rais- 
ing chickens—bantams as well as laying hens. During the summer the 
children are usually engaged in various 4-H projects. 





DONALD M. CARMICHAEL, M. D. 








NEWS AND COMMENT 


VOTERS ENDORSE $350,000,000 HOSPITAL BOND ISSUE 

Proposals for a bond issue of $350,000,000 to finance new Department of 
Mental Hygiene construction were approved by the voters of New York 
State at the November 1954 election by an overwhelming majority—in th 
neighborhood of five to one. 

Construction of two new hospitals for the mentally ill and two new state 
schools for mental defectives, besides improvement, enlargement and mod- 
ernization projects at existing institutions, is contemplated through the 
bond issue funds. Selection of a site for one of the projected new hospitals 
was announced in July when a 124-acre location for the first completely 
new mental institution to be erected in the state since the end of World 
War II was chosen in the Bronx. Preliminary plans, announced at that 
time, called for a $45,000,000, 4,000-bed facility which will be in effect 
part of a new medical center. Funds for acquisition of the land and the 
start of construction had been provided independently of the bond issue; 
but a large part of the cost will be paid from the bonds. With the new 
state hospital in the new medical center, will be the East Bronx Central 


Hospital and the Albert Einstein College of Medicine of Yeshiva University. 
The location of the new state hospital is on the west side of the Hutchin- 
son River Parkway in the Pelham Bay section of the Bronx. 
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IMPORTANT CHANGES MADE IN NEW YORK STATE PERSONNEL 


Director Richard F. Binzley, M. D., of Syracuse Psychopathie Hospital 
was named assistant commissioner of the New York State Department of 
Mental Hygiene on October 1, in one of a series of important reassignments 
and appointments of personnel made in the department during 1954. As- 
sistant Commissioner Robert C. Hunt, M. D., had been transferred from his 
previous duties to head the department’s new community mental health 
service, and Dr. Binzley was promoted to succeed Dr. Hunt in his former 
duties. 


New directorship appointments, all effective on July 16, 1954, were the 
promotion of George F. Etling, M. D., from director of St. Lawrence State 
Hospital to senior director of Wassaie State School; the appointment of 
I. Murray Rossman, M. D., as director of Gowanda State Homeopathie Hos- 
pital; that of Herman B. Snow, M. D., as director of St. Lawrence State 
Hospital; and that of Donald W. Carmichael, M. D., as state director of 
aftercare clinics, a new position equivalent to director of a state hospital. 
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Lawrence C. Kolb, M. D., had been named previously as director of the 
New York State Psychiatrie Institute to sueceed Nolan D. C. Lewis, M. D., 
who retired in 1953. 

Portraits and short biographical sketches of Drs. Binzley, Etling, Ross- 
man, Snow and Carmichael appear elsewhere in this issue of THE Psycui- 
ATRIC QUARTERLY SUPPLEMENT, and a portrait and sketch of Dr. Kolb were 
printed in the previous issue, Part 1 of 1954. 

Other important appointments to scientific positions were that of Dr. G. 
Orville Johnson to conduct the State Mental Health Commission’s new 
pilot study on the education and training of mentally retarded children, 
and of John R. Whittier, M. D., as principal research scientist in psychiatry 
at the Creedmoor Institute of Psychobiologic Studies at Creedmoor State 
Hospital. Both positions were filled early in the year. 

Dr. Johnson, widely-known authority on the education of retarded chil- 
dren and co-author of Educating the Retarded Child, is an associate pro- 
fessor at Syracuse University, with 15 years of experience in the field. The 
study he is conducting has the aid of State Education Department and State 
Health Commission staff members and covers five classes for children in 
the state schools and seven classes for retarded children in the New York 
City and Nassau County publie school systems. 

Dr. Whittier’s work at Creedmoor involves special attention to mental 
disorders in older persons. He also directs the continuation of recent 
studies on the use of histamine and glutamic acid in treating mental illness. 
Dr. Whittier, who received his M. D. from the College of Physicians and 
Surgeons, Columbia University, in 1943, has a background of a number of 
years of postgraduate study and research in neurology, besides state hos- 
pital experience. He recently completed three years of training and expe- 
rience at the Columbia Psychoanalytic Clinic for Training and Research, 
and he had been in private practice in psychiatry and neurology in New 
Jersey since 1950. 

A vacancy in an important scientific post was announced in December 
1954, when it was disclosed that Ernest M. Gruenberg, M. D., executive di- 
rector of the New York State Mental Health Commission for the five years 
of its existence, had resigned to become a member of the technical staff of 
the Milbank Memorial Fund. An important research position was left va- 
eant when Armando Ferraro, M. D., widely known in neuropathological 
circles, retired from the post of principal research scientist in neuropathol- 
ogy at the New York State Psychiatrie Institute in November. He had 
served in that position without interruption for 28 years. 

Another medical assignment of importance announced during 1954 was 
the appointment in July of Julius Katz, M. D., as director of mental hy- 
giene tuberculosis services. He has been director of the bureau of tubercu- 
losis control in state institutions in the State Health Department since 
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1947, and his new assignment was announced jointly by the Departments of 
Health and Mental Hygiene. Although Dr. Katz’ office is now located in the 
Department of Mental Hygiene, and he is administratively responsible to 
the commissioner of mental hygiene, he is continuing his former work, 
which concerns institutions in the Departments of Correction and of Social 
Welfare, as well as in the Department of Mental Hygiene. 
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NEW YORK ADMINISTRATIVE POSITIONS ARE FILLED 


Daniel J. Shea, assistant administrative secretary of the New York State 
Department of Mental Hygiene and previously the department’s director 
of personnel, was appointed senior administrative assistant of the depart- 
ment on June 1, 1954. Mr. Shea, named from a civil service list, is a grad- 
uate of Manhattan College and holds master’s and doctor’s degrees from 
Fordham in education and psychology. He had done college teaching and 
had done personnel work in private business before joining the Mental Hy- 
giene Department in 1945. 

Robert M. McAmmond, assistant director of the office of medical defense 
in the New York State Department of Health, was appointed to head the 
new office of planning and procedure of the Department of Mental Hygiene 
on August 1, 1954. The new office is responsible for investigating problems 
of organization, program, policy and procedure, and recommending methods 
of solution. Mr. McAmmond heads it after more than 11 years in the state 
service and considerable experience in private industry. He is a graduate 
of Colgate University. 

Miss Marion C. Jones of Albany was appointed on March 1, 1954 as as- 
sociate nutritionist in the Department of Mental Hygiene. She is assigned 
to work with Mrs. Katherine Flack, director of the department’s food serv- 
ices. Miss Jones came to the Department of Mental Hygiene from a posi- 
tion with the State Department of Social Welfare; she has had some 10 
years of experience in public and private institutional nutrition work. 
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CALVIN PERRY STONE, Ph.D., PSYCHOLOGIST, DIES AT 62 


Calvin Perry Stone, Ph.D., editor of the Annual Review of Psychology 
and former editor of the Journal of Comparative and Physiological Psy- 
chology, died at his home on the campus of Leland Stanford University, 
Palo Alto, Calif., on December 28, 1954 at the age of 62. Dr. Stone, a past 
president of the American Psychological Association, had been at Stanford 
since 1922. He was best known for his studies in sex behavior and genetic 
psychology ; a study of the sex behavior of rats, made in the 1920’s, is now 
considered a classic of comparative psychology. 
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NEW PUBLICATIONS MADE AVAILABLE 


The Group for the Advancement of Psychiatry announces the availability 
of a report ‘‘Integration and Conflict in Family Behavior,’’ which pro- 
poses a method for studying family situations in relation to cultural con- 
flicts and emotional problems of family members. Reports are obtainable 
on application to the GAP for 50 cents each. 

A pamphlet to aid in the recruiting of volunteers for mental hospital 
service is announced by the National Association for Mental Health. It 
is a 16-page, two-color, picture-booklet. It is intended for use by organiza- 
tions interested in mental hospital visiting and volunteer aid work, and is 
obtainable from the National Association for Mental Health at 10 cents 
each, with reduced prices for quantities. It is entitled ‘‘Wanted: Your 
Magic.’’ Space is provided on the back cover for names and addresses of 
sponsoring organizations. 

Another National Association for Mental Health Pamphlet is ‘‘What 
Every Child Needs for Good Mental Health.’’ It outlines and illustrates 
eight ‘‘vitamins’’ or ingredients for sound mental health. 
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NEW YORK CITY SETS UP MENTAL HEALTH BOARD 


Announcement of the establishment of a nine-member mental health board 

for New York City, with the designation of seven of its members, was made 
on December 1, 1954 by Mayor Wagner. The action makes the city eligible 
for state aid under the new State Community Mental Health Services Act, 
of which Robert C. Hunt, M. D., assistant commissioner of the New York 
state Department of Mental Hygiene is in charge of administration. 
Thomas A. C. Rennie, M. D., professor of psychiatry at Cornell University 
Medical College, was named chairman of the board, and other members in- 
clude Sol W. Ginsburg, M. D., clinical professor of psychiatry at the Al- 
bert Einstein Medical College, and Grace Abbate, M. D., psychoanalyst spe- 
cializing in children’s problems. The board named Sam Parker, M. D., di- 
rector of psychiatry for the New York City Department of Hospitals, as 
acting director. 
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MENTAL HEALTH FUND DRIVE WILL BE IN MAY 


The National Association for Mental Health has announced its annual 
drive for its Mental Health Fund will be conducted during the month of 
May 1955, starting in Mental Health Week which is the first week in May. 
The national goal for this year is $5,000,000. The money will be used for 
research, training, support of clinics, public education and the improve- 
ment of mental institutions in general. 
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MEETINGS AND ACTIVITIES ANNOUNCED FOR 1955 


The thirty-second annual meeting of the American Orthopsychiatrie As- 
sociation will be the first of the important national professional conventions 
scheduled for 1955. The association will meet in Chicago February 28, 
March 1 and 2, the first meeting in that city since 1949. About 100 scien- 
tifie papers will be presented. 

Yale University has announced that its Summer School of Alcohol Studies 
will have its thirteenth annual session from June 27 to July 22. Profes- 
sional workers, psychologists, psychiatrists, clergymen, public officials, and 
others who may be concerned with the aleohol problem are among those to 
attend. A special therapy seminar will be conducted for physicians, and 
there will be special sections for social workers, nurses and psychologists. 

The 1955 summer sessions of the National Training Laboratory in Group 
Development will be conducted for two three-week periods in 1955, from 
June 19 through July 8 and July 17 through August 5. The sessions are 
open to all persons involved in problems of working with groups, in train- 
ing, consultant or leadership capacities. The enrollment will be about 125 
for each session. The training sessions are sponsored by the division of 
adult education service of the National Educational Association and the 
Research Center for Group Dynamics of the University of Michigan with 
the co-operation of faculty members of a dozen other colleges and univer- 
sities. 

The New York Psychoanalytic Institute is conducting special courses for 
non-medical students who are engaged in the social sciences, with a number 
of courses scheduled to begin in February 1955 or later. The courses are 
in psychoanalytic theory and its application, and are not training for the 
practice of psychoanalysis. 
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PROFESSOR IRWIN EDMAN DIES AT 57 
Irwin Edman, Ph.D., chairman of the philosophy department of Colum- 
bia University and internationally known in the fields of philosophy, psy- 
chology and literature, died at his home in New York City on September 
4, 1954, at the age of 57. Professor Edman was widely known as an inter- 
preter of philosophy and psychology for the layman. 
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CLEFT-PALATE MOVIE MADE AVAILABLE 


A sound and color moving picture, The Wisconsin Cleft-Palate Story, 
has been made available by the University of Wisconsin Bureau for Handi- 
capped Children in co-operation with the medical school and other groups. 
The film may be rented or purchased for instruction purposes by applica- 
tion to the University. 
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HORATIO W. DRESSER, Ph.D., PSYCHOLOGIST, DIES AT 88 


Horatio W. Dresser, Ph.D., psychologist and religious adviser for 22 
years of the Associated Clinic (now the Associated Counseling Service) of 
Brooklyn, died in Boston on March 30, 1954. He was 88 years old and 
had retired from his work in Brooklyn only a year before his death. An 
assistant in philosophy at Harvard for eight years after receiving his Ph.D. 
there in 1907, Dr. Dresser studied abroad with both Jung and Adler before 
taking up his work with the Brooklyn clinic. He was author of Knowing 
and Helping People, published in 1953, and at the time of his death was 
working on a book of his experiences. 
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